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Bendectin 


Just 2 Bendectin tablets at bedtime. In clinical trials,!-3 this dosage schedule 
relieved morning sickness symptoms in more than 95% of cases. 


Bendectin combines three complementary therapeutic actions: antispasmodic/anti- 


to nauseant/pyridoxine supplementation to prevent this annoying discomfort. 
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Nilevar® Combats Osteoporosis 


in Menopause or Hypercorticism 


Since osteoporosis is a disease not of calcium de- 
ficiency but primarily of deficient formation of 
the protein bone matrix’, the protein-building 
action of Nilevar (brand of norethandrolone) 
provides a rational and highly useful means of 
promoting osteogenesis. 


Typically, subjective symptoms such as back- 
ache disappear promptly in osteoporotic patients 
treated with Nilevar. Objectively, the anabolic ef- 
fects of the drug may be measured in the lessened 
excretion of nitrogen, calcium, potassium and 
phosphorus. 


These actions appear to be equally effective?"5 
whether the osteoporosis originates in the post- 
menopausal or senile metabolic deficiencies of 
women or in the catabolic reaction to extended 
treatment with corticosteroids. 
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An initial adult dosage of 10 mg. three times a 
day may be continued for two or three weeks and 
then reduced in accordance with the response of 
the patient. Single courses of continuous treatment 
should not exceed three months, but may be re- 
sumed after a rest period of one month. 


Nilevar is supplied as tablets, for oral dosage, 
of 10 mg. each and as ampuls of 1 cc. for intra- 
muscular injection, each ampul containing 25 mg. 
of the drug in sesame oil and 10 per cent of benzyl 
alcohol by volume. 


G. D. SEARLE & co., Chicago 80, Illinois 
Research in the Service of Medicine. 
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Watch for... 


these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Mechanism of Cough and Its Control. ANDREW 
L. BANYAI, M.D. Is that cough necessary? Here 
are given some excellent pointers on when to do 
something about a cough and what to do. 


Convulsive Seizures Caused by Phenothiazine 
Tranquilizers. SIDNEY Q. COHLAN, M.D. Here 
is a note of caution in the use of phenothiazine 
derivatives, particularly in children. 


Respiratory Distress of the Newborn. JEROME T. 
NOLAN, M.D. Neonatal mortality is still a prob- 
lem, particularly deaths due to respiratory 
conditions. How to prevent deaths in this group 
forms the basis of this article. 


Anxiety and the Normal Heart. O. SPURGEON 
ENGLISH, M.D. Cardiac symptoms in patients 
with normal hearts can be effectively treated by 
psychotherapy. This article tells how. 


Rationale for the Use of Symptomatic Drugs. 
FRANCIS H. HOFFMAN, M.D. AND WILLIAM A, 
STEIGER, M.D. Symptomatic treatment is de- 
sirable only under certain circumstances de- 
scribed in this article. 


The Shoulder-Hand Syndrome. OTTo STEIN- 
BROCKER, M.D. AND THOMAS G. ARGYROS, 
M.D. This common disabling syndrome is 
clearly discussed as to diagnosiz, etiology and 
treatment by me of questions and answers. 


Examination of the Emphysematous Patient. 
ALFRED H. LAWTON, M.D. AND MILTON B. 
COLE, M.D. Classification of emphysema which 
leads to better treatment is possible by paying 
particular attention to pertinent points in his- 
tory and physical examination of the emphyse- 
matous patient. 


Evaluation of Critical Factors in Extracorporeal 
Circulation. GERALD H. PRATT, M.D., WIL- 
LIAM WOLFF, M.D. AND JOHN COMER, M.D. A 
timely review of the problems presented by open 
heart surgery. The program necessary to carry 
out this procedure is clearly described in this 
article. 
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ONTROL 


COUGH promptly curbed by homarylamine—non-narcotic antitussive with the 
approximate potency of codeine. 

INFECTION combated by three nonsystemic antibiotics—each active against 

common mouth and throat pathogens, all with relatively low sensitization 
potentials. 

IRRITATION soothed by benzocaine—a topical anesthetic that promotes pro- 
longed relief of inflamed or irritated tissues. 


Homarylamine - Bacitracin - Tyrothricin - Neomycin - Benzocaine 

NEW PINEAPPLE FLAVOR Overwhelmingly selected by a taste panel. 
Available to your patients on your prescription only. 

DOSAGE: Three to five troches daily for three to five days. 

SUPPLIED: Vials of 12. 

& MERCK SHARP & DOHME DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 


PeNnTAzETs is @ trademark of Merck & Co., Inc. 
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Publisher’s Memo 


266 South Alexandria Avenue, Los Angeles 4, California 


THE SENATOR from Tennessee is never happy. He 
must always be able to point to someone and say, 
“Ha, just as I expected, you’re making too much 
money.” 

Let it be clear that this memo is not a calcu- 
lated attempt to justify the pricing policies of any 
industry. GP rolls neither steel nor pills. But we 
do know that the late Senator McCarthy showed 
ambitious politicos an effective way to hog the 
public limelight. 

Nor are we for or against Senate investigations. 
We do think that they should be unnecessary 
if other government agencies are functioning ef- 
ficiently—but we never contended that they are. 
Our concern, for the moment, is with the deluge 
of government-inspired publicity that precedes a 
Senate investigation. 

Kefauver and his cohorts realize that no indus- 
try can compete with a Senate “public informa- 
tion’? campaign. If Kefauver, or any member of 
his committee, talks to members of the press, his 
comments are promptly flashed to all corners of 
the country. Without half trying, the investi- 
gators pre-establish a context of guilt. 

The mere fact that they publicize a planned in- . 
vestigation has the same effect. It puts the indus- 
try in the same position as the doctor who is ac- 
cused of malpractice. He suffers—even if his in- 
nocence is subsequently established. The inno- 
cent woman, accused of adultery, wears only a 
slightly-faded scarlet letter for many, many 
years. 

The Senate of the United States has estab- 
lished, at least to its own satisfaction, its right to 
conduct investigations. For the moment, we will 
not contest this right but we will express, in the 

strongest possible terms, an abiding wish that 
such investigations not be used as political whips. 

For similar comments from another quarter, 
we refer you to an editorial from a recent issue of 
The Wall Street Journal reprinted in this issue, 
page 297. 


—M.F.C. 


Mm =the decorative jar makes a therapeutic difference 


The FILIBON jar is a handsome and handy reminder for everyday prenatal nutritional 
support. You can be sure she will be reminded of her FILIBON-a-day . . . and that the 
up-to-the-minute formula covers nutritional defenses throughout pregnancy. 


FILIBON provides ferrous fumarate, an iron well-tolerated by even the most easily upset 
| patients. Each small, dry-filled capsule also includes vitamin K and AUTRINIC® Intrinsic 
e Factor Concentrate that enhances, never inhibits, By absorption. For complete formula see 


Physicians’ Desk Reference, page 688. 
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SIGNIFICANT EVENTS 


No Compromise 
On Free Choice 


Physician-Hospital 
Relations Debated 


Oklahoman Wins 
Annual Award 


Urged To Fight 
Forand-Type Bills 


> In an effort to pierce the smog blanketing a June polic 
statement, the AMA House of Delegates, meeting last month 
in Dallas, stressed that the association "unequivocally... 
subscribes to freedom of choice of physician and free 
competition among physicians as being prerequisites to 
optimal medical care." The earlier policy statement, said 
to have been widely misinterpreted, covered the same ground 
in fewer strides. 


>» The delegates also reaffirmed a 1951 policy statement 


that officially frowns on the member who wholesales his 
professional services to a hospital that retails them 
for a fee. Pointing a stern finger at such peddling 
arrangements, the delegates said that "anesthesiology, 
pathology, physical medicine and radiology" are "integral 
parts" of medicine and in the same category as “any other 
designated field..." 

Identical admonishments have been uttered almost annually 
for the past 20 years, while hospitals (and individual 


physicians) continue to ignore then. 


> The annual "General Practitioner of the Year" award went 
to Dr. Chesley M. Martin, a 70-year-old Elgin, Okla., doctor 
who has delivered 2,500 babies, owns the town's only drug 
store. Since this award was established in 1947, the box 
score on the general—practitioner—of—the-year (and pre— 
sumably a typically ideal example of the family doctor) now 
stands: average age, 69; average population of his home 
town, 6,075. 

The four-day meeting was attended by 2,817 physicians, 


many by now immune to smoking and lung cancer reports. 


> In other actions, the delegates: 
Asked each member to wage "a vigorous, dynamic and 


uncompromising fight" against Forand—type legislation... 

Urged stricter screening of non—service—connected 
disability patients admitted to government hospitals... 

Learned that the trustees had appointed a liaison com— 
mittee to the American Osteopathic Association and... 

Pointed out that local societies should make sure that no 
member violates ethical traditions as they relate to the 
ownership of pharmacies or stock in pharmaceutical com— 
panies. 
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Medicare Budget 
Continues Climb 


Kefauver Juggles 


Profit Figures 


Flemming Motives 
Widely Questioned 


OASI Checks To 
13 Million People 


> Speaking at an AMA-sponsored Medical Services Conference 
in Dallas, Brig. Gen. Floyd L. Wergeland, executive director 
of Medicare, said that the program will cost $67 million 
this year, $83 million next. Wergeland said that the 


cost increase will result from liberalized benefits, 
reinstituted January 1. By 1964, the taxpayer may be asked 
to help pay medical bills incurred by 3,780,000 dependents. 


> Armed with a total and deliberate disregard for simple 
economics, Senator Estes Kefauver (D—Tenn.) last month 


put pharmaceutical industry profits on the front page of 
every newspaper. With an eye to the 1960 elections, the 
Senator computed profits in terms of material costs, not 
in terms of dollar sales. Using the Kefauver approach, 
the mark—up on a package of razor blades is 761 per cent. 
Industry representatives who watched the Senator bully 


witnesses and cite meaningless figures are preparing to 
retaliate. These witnesses, who anticipated a factual 


investigation, not a loaded third-degree, must scramble to 
overcome Kefauver's early lead. For other comments on this 
subject, see pages 5 and 297. 


> HEW Secretary Fi.emming, who leaped into the limelight 
with cranberries and aminotriazol, chickens and diethyl— 


stilbesterol, must now be regarded as a man with political 
ambitions. Few will deny that Flemming has duties and 
obligations but many are asking why he picked on cran— 
berries, ignored tobacco. Aminotriazol-sprayed cranberries 
have never been shown to cause cancer in humans while the 
evidence against tobacco continues to mount. 


> The fiscal enormity of the expanding social security pro- 
gram shows up in the monthly payment reports. Checks are 
currently going out at the rate of more than 13 million a 
month, totaling about $822 million. At this rate, the 
Social Security Administration will part with almost $10 
billion during 1959. To support such a program calls for 
an annual per capita tax in the neighborhood of $57. 


—M.F.C. 


PLAN NOW TO ATTEND THE ACADEMY'S 12TH ANNUAL SCIENTIFIC 
ASSEMBLY, MARCH 21-24, IN PHILADELPHIA'S CONVENTION HALL. 
A HOTEL RESERVATION FORM APPEARS ON PAGE 289. 
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The underworld has moved in on amphetamine 
drug peddling. A drive in Missouri, Illinois and 
Connecticut showed more than 200 operators of 
truck stops and similar establishments were 
selling tablets. 


Although not exposed to cigarette smoke and 
city exhaust fumes, African tribesmen have more 
cancer of the respiratory areas than New Yorkers. 
A possible explanation is that they live in huts 
constantly filled with smoke, from cooking fires. 


Massachusetts doctors are apparently following 
their own advice on cigarette smoking. A recent 
survey shows that the percentage of cigarette- 
smoking physicians in the state has declined from 
52 to 39 per cent in the past five years. Half the 
current smokers use less than one pack a day. 


With the Forand Bill still loom- 
ing before the medical profes- 
sion, a Virginia physician sent 
this message on a prescription 
blank to members of Congress: 
“If you feel a temptation to 
vote for the Forand Bill, please 
call me at once (any hour of the 
day or night) and I’ll be glad to 
come and sit with you until you 
feel better.”’ 


Recent studies of 160 children with thyroid cancer 
show that more than two-thirds had received 
x-ray or other radiation treatment during infancy 
for enlarged tonsils or other noncancerous 
conditions. 


A California physician has demonstrated a chemi- 
cal connection between heart disorders and a 
specific psychologic behavior pattern. The chemi- 
cal, noradrenalin, is reportedly discharged in a 
distinctive way in “‘coronary prone” people who 
have an excessive competitive drive. 
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In the past two decades there has been a sharp 
decline in the average patient’s hospital stay. 
Twenty years ago the average stay was 12.5 days. 
Now it is only 8.6 days. 


Three Rhode Island schools will 
be equipped with germicidal fil- 
ters in an experiment aimed at 
improving attendance. The 
school committee hopes to ob- 
tain significant data on the 
relationship between bacteria 
in the classroom air and at- 
tendance. 


Japan’s Welfare Ministry plans a $100-a-year 
salary increase of public health center doctors, 
whose average annual salary is now $1,084 a 
year. The ministry hopes to relieve the severe 
physician shortage in the health centers. 


One hundred and twenty-four million Americans 
are paying for some portion of their total medical 
expenses through voluntary health insurance. 


Philadelphia’s Pennsylvania Hospital reports a 
unique postgraduate course, via two-way radio 
hookup, in which physicians are then tested by 
paired examinations to evaluate the teaching 
method. The tests are prepared by the National 
Board of Medical Examiners. 


The Treasury now allows a tax-free swap of Series 
E bonds for H bonds, which pay interest twice 
a year. On the swap, current value of the E 
bonds (including accrued interest) will be applied 
toward H bond purchase, with no taxes to be 
paid currently on accrued interest. 


Dr. Christopher Tietze, director of the National 
Committee on Maternal Health, says that the 
population in India, Pakistan, Brazil and Mexico 
is near the “explosion point.” 


the 
decontussive* 
makes for 
better 
cough control 


* The addition of the decongestant to the antitussive 
provides more complete cough control than regular 
“cough syrups”. The central antitussive action of 
Dormethan! and the expectorant action of ammonium 
chloride are complemented by the decongestant action 
of Triaminic,?,** which reduces swelling and controls 
irritating postnasal drip, a common cough stimulus. 
References: 1. Bickerman, H. A.: in Drugs of Choice, Mosby, 
St. Louis, 1958, p. 557. 2. Lhotka, F. M.: Illinois M. J. 112:259 (Dec.) 


1957. 3. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 1958. 
4. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 1958. 


reduces postnasal drainage - lessens pharyngeal irritation 
depresses the cough reflex - eases expulsion of mucus 


Dosage (to be administered every 3 or 4 
hrs.): Children 6 to 12 years—1 tsp.; 1 to 
6 years—¥Y2 tsp.; under 1 year—¥Y% tsp.; 
Patients over 12—2 tsp. One dose at bed- 
time is usually sufficient to control the 
cough cycle initiated by postural drainage 
of paranasal sinuses. 


Each tsp. (5 ml.) of fruit-flavored, 
non-alcoholic TRIAMINICOL provides: 


(phenylpropanolamine .......... 12.5 mg. 
pheniramine maleate .................... 6.25 mg. 
pyrilamine maleate 
(brand of dextromethorphan HBr) 


Ammonium chloride 90 mg. 


the decontussive cough syrup 


SMITH-DORSEY ~ a division of The Wander Company « Lincoln, Nebraska 
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As 1960 is an election year, prediction is made 
that the House Ways and Means Committee will 
be forced to report out the Forand or some similar 
bill dealing with medical care for the elderly. 


Yellow fever may reach the U.S. next year, ac- 
cording to an army insect expert. The virus is 
advancing northward from South and Central 
America, at the rate of 13 miles per month. 


A Senate study has revealed a worldwide shortage 
of epidemiologists, greatest in Asia, Africa and 
the Middle East. Lack of personnel is hampering 
the search for the cause of killer and crippler 
diseases. 


Some 10,000 Moroccans have become paralytic 
as a result of using olive oil which merchants 
fraudulently diluted with used U.S. Air Force 
surplus motor oil. The only hope for the victims 
is lengthy physiotherapy. 


The nation’s medical schools graduated one less 
M.D. in 1959 than they did the year before; 
6,860 last year, 6,861 in 1958. About 5 per cent 
of the new graduates were women. 


The AMA predicts the country will need 10,000 
medical school graduates a year by 1975. 


Medical research findings must be carried to more 
people, says Dr. Albert L. Chapman, USPHS 
assistant surgeon general. Compared to the 
millions spent each year on study projects, he 
reports that only “pennies” are spent in applica- 
tion of the findings. 


As time for the 1960 census nears, many busi- 
nhessmen are expressing concern over. a Senate- 
passed bill which would open these confidential 
files (with business and individual information) 
to congressional committees and federal agencies 
engaged in antitrust investigations. 
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Indications are now that when the Keogh-Simpson 
Bill is reported out, it will be in substantiaily 
altered form. Approval by the Senate Finance 
Committee seems to hinge on broadening the bill to 
cover employees of eligitle self-employed persons. 


Shocking rises in venereal disease are reported in 
the 15-to-19 year age group. The USPHS points out 
a steady rise since 1954, due in part to false confi- 
dence that penicillin alone caneradicate the disease. 


A joint U.S.-Canadian commission will make a 
five-year study of alcoholism in both nations. The 
commission will be financed by a $1 million grant 
from the National Institute of Mental Health. 


Nuns live longer than other women, a recent 
study indicates. Dr. Con J. Fecher estimates that 
by 1975, a 20-year-old nun will have a life ex- 
pectancy of 80 or more—at least four years 
longer than her housewife counterpart. 


Even if the pharmaceutical industry completely 
eliminated advertising its products to physicians, 
the price of a prescription costing $1 would drop 
to only about 95 cents, according to the Health 
News Institute. 


Antibiotics sales amounted to some 1,882,000 
pounds in 1958, a decline from the 1,986,000 
pounds sold in 1957. Penicillin sales alone de- 
clined 25 per cent. 


Deaths from bacterial infections have been on the 
rise since 1947, reports Dr. Maxwell Finland. Al- 
though deaths of this type dropped in the 1940’s 
after the introduction of penicillin and other anti- 
biotics, in some cases they are now greater than 
in the preantibiotic era. 


The recession caused by the steel union has a 
price-tag already estimated from $5 to $7 or $8 
billion. 
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Antivert 


The latest ANTIVERT report confirms earlier 
findings: ANTIVERT relieves vertigo in 9 out of 
10 patients. This combination of meclizine (an 
outstanding antihistamine for vestibular dys- 
function) and nicotinic acid (the drug of 
choice for prompt vasodilation’) “... proved 
more effective than the use of either drug 
alone.’” Out of 50 patients with Meniere’s syn- 
drome, only 4 failed to respond to ANTIVERT.* 
Prescribe one ANTIVERT tablet (12.5 mg. mecli- 
zine; 50 mg. nicotinic acid) before each meal 
for relief of Meniere’s syndrome, arterioscle- 


STOPS VERTIGO 
9 TIMES OUT OF 10!! 


rotic vertigo, labyrinthitis and vertigo of non- 
specific origin. 

Supplied: In bottles of 100 blue-and-white scored tablets. 
Prescription only. 

References: 1. Menger, H. C.: Clin. Med. 4:318 (Mar.) 
1957. 2. Scal, J. C.: Eye Ear Nose & Throat Month. 
38:738 (Sept.) 1959. 
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} In prophylaxis of angina pectoris 
“The best results...” 


: “The best results . . . in both clinical and electrocardiographic response, were 
a observed with a combination of meprobamate and pentaerythritol tetranitrate 
[EQUANITRATE]. .. .” Russek! so reported using double-blind methods in an 
important new study of pentaerythritol tetranitrate, a placebo, meprobamate, 
and EQUANITRATE. 

EQUANITRATE reduces the frequency and severity of attacks and controls 


; angina-triggering emotions. ] 
: Supplied: EQUANITRATE 10 (200 mg. meprobamate, 10 mg. pentaerythritol tetranitrate), white 
i oval tablets, vials of 50. EQUANITRATE 20 (200 mg. meprobamate, 20 mg. pentaerythritol 


: tetranitrate), yellow oval tablets, vials of 50. 
: 1. Russek, H.I.: Am. J. Cardiol. 3:547 (April) 1959. 
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Letters from Our Readers 


Yours Truly 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Strong Exception 


Dear Sirs: 

I wish to take strong exception to the remarks 
concerning Herbert Bailey’s book on Krebiozen, 
published in the “Significant Events” column in 
September, 1959, GP. In fairness to your many 
readers who might be interested in a new approach 
to the therapy of cancer, I would like to state em- 
phatically that Mr. Bailey’s book, A Matter of Life 
and Death, (G. P. Putnam, 1958), presents a thor- 
oughly lucid account of the hopeful prospects as well 
as the limitations of Krebiozen. 

At no time does Mr. Bailey represent Dr. Ivy or 
any other physician as claiming Krebiozen to be a 
cancer cure. Rather, the book marshals evidence to 
show why Krebiozen merits further investigation 
and why it has not received it. It should also be 
pointed out that Mr. Bailey is not an “uninformed 
layman,” he is a highly reputable scientific journalist 
with a special knack for making laymen understand 
complicated medical subjects. 

I find the last two sentences in your review par- 
ticularly objectionable. You quote Bailey as saying 
that the ‘‘answer came to Dr. Steven Durovie as 
‘fair rich fields of his family’s ancestral estate rolled 
before his mind’s eye’ and he saw again the family 
herds of cows and horses.”” You conclude by asking, 
“What else is there to say?” 

Actually, the quotation you cited is lifted entirely 
out of context. What you neglect to add is that 
Bailey relates how Durovic spent 20 years in research 
before the flash of insight, which climaxed his previ- 
ous hypotheses, came to him. 

I highly recommend Bailey’s book to any phy- 
sician interested in the treatment of cancer. It is a 
fair, vivid, and highly readable account of a contro- 
versial subject. Any of your readers who are inter- 
ested in a statistic analysis of the results of Krebiozen 
therapy should consult the monograph written by 
Drs. Ivy, Pick and Phillips “Observations on Kre- 


GP January 1960 


biozen in the Management of Cancer” (Henry Reg- 
nery Company, 1956). Dr. Pick is head of the 
Department of Plastic Surgery, Columbus Hospital, 
Chicago, and Dr. Phillips is from the Department of 
General Practice, St. Francis Hospital, Evanston. 

This letter should not be construed as a wholesale 
endorsement of Krebiozen therapy, but rather as a 
plea for its objective appraisal. Any new therapeutic 
approach to cancer, especially one believed to be 
highly significant by as brilliant a scientist as Dr. 
Andrew Ivy, should be removed from the realm of 
emotional controversy and appraised calmly and 
dispassionately on its own merits. 

JOHN J. DAVID, M.D. 

Springfield, Mass. 


Herpes: Simplex and Zoster 


Dear Sirs: 

I enjoyed Dr. E. C. Fox’s article, ‘“The Treatment 
of Common Skin Diseases,” in the July, 1959, GP. 
But surely herpes, both simplex and zoster, ranks 
among the ten commonest skin diseases. 

In any event can you ask him to comment on 
treatment of this very common problem? 

J. HERBERT NAGLER, M.D. 
Philadelphia, Pa. 


Author Fox was asked and his reply is as follows: 


Dear Dr. Nagler: 

Goodman and Sohrweide have published a statis- 
tical study on more than one million dermatologic 
diagnoses made in private and clinic practice, and 
herpes does not appear in the 14 most frequent diag- 
noses. Sulzberger and Baer did not find herpes to 
occur in the ten dermatoses most commonly seen in 
private practice. The only available list which shows 
herpes occurring within the ten most common derma- 
toses were from Gilmans’ Student Health Service, 
Philadelphia, which listed herpes zoster as number 


23 


95% RECORD OF CLINICAL SUCCESS. 
MP TO AOMIBIS RATIO 
VIRTUALLY NO STINC BURN, RECCUND CONGESTION” 


Broo’ 6, Newark... for 


Yours Truly 


ten and Alderson and Reichs’ Student Health Ser- 
vice, California, listed herpes simplex as number ten. 
Although herpes are frequently seen, they apparently 
are not seen with the frequency of other diseases. 

There is no specific treatment for any of the virus 
infections, and this would include herpes simplex 
and herpes zoster. There are no systemic drugs that 
have specific effect on the virus or the clinical virus 
diseases. Herpes simplex, a local virus infection of 
the skin or mucous membrane, may be recurrent 
and may be triggered by fever, sun, wind or gastro- 
intestinal up-set in which the virus rapidly grows 
and produces herpetic lesions. In herpes zoster, there 
is a virus infection of the posterior root ganglion 
with inflammatory process in the nerve distribution. 
In these cases, analgesics for relief of pain offers the 
most aid to the patient plus local symptomatic 
care. 

The only specific approach to recurring herpes 
simplex has been relieved by repeated cowpox vac- 
cination at weekly intervals, but this has not been 
very helpful in any carefully observed series of cases. 
The treatment of both of these diagnoses still re- 
mains symptomatic. 

EVERETT C. Fox, M.D. 
Dallas, Tex. 


Recommended Reading 


Dear Sirs: 

May I suggest that the article on “The Changing 
Role of the Family Doctor’ in the October 17, 1959 
issue of the Saturday Evening Post be recommended 
to our members for a bit of extra reading. 

The family doctor was and, I hope, is the one to 
whom the public could turn to for reassurance by 
being able to sit down and discuss a family “‘situ- 
ation” or whatever may be the basic cause of 
tension. 

I have often told patients that every doctor should 
have at least one operation, then he would know 
what it is like to be “‘in” the bed rather than just 
standing beside it. Being a parent also would be 
helpful in understanding the full picture of a sick 
child. In this so-called “age of anxiety,” with its 
Teported increasing divorce rate, the patient going 
through this “Gethsemane” will know that the doc- 
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tor knows how it feels, if he too has traveled the same 
road. 

I once heard a psychiatrist state that he thanked 
the Good Creator that he had not faced the prob- 
lems of some of his patients. 

We are told that about 80 per cent of illnesses are 
psychosomatic. The whole list of ‘‘tension” reactions 
which all of us can recite have often been decreased 
by the safety-valve discussion in the quiet of the 
family doctor’s office. 

Along with the trend to place 5-year-olds into 
a substitute-mother nursery, we have the danger of 
having an increasing population of young adults 
lacking the consideration and feeling for others which 
can only best be learned in the normal family unit. 

All of us are aware of the tensions and frustra- 
tions, at times, of just earning the daily bread. When 


_ these basic tensions finally land in the office of the 


psychiatrist, the damage is done. Just as when the 
uleer comes into the operating room, it may be the 
stitch in time, but possibly it could have been pre- 
vented by a bit of “‘ventilation” in the family doctor’s 
office. 

Human nature will not change as rapidly as the 
trend of medical practice. People will still want and 
need to be treated as individuals with first and middle 
names, and not just as case histories, blood levels er 
tracings on paper. 

G. H. HOERNER, M.D. 
York, Pa. 


No “Aide” 


Dear Sirs: 

Ever since its inception, I have read your maga- 
zine and followed the fortunes of the Academy. I 
have been closely connected with the medical pro- 
fession for many years by reason of my employment 
in the pharmaceutical industry. 

From time to time, some general practitioners 
have indignantly condemned the practice of a patient 
selecting a specialist for an initial visit upon the de- 
velopment of some illness. In this coanection, your 
readers may find the following incident of interest. 

Last night I called a member of the Academy to 
inquire about his office hours. I told the aide who 
answered the office phone that I wished to bring my 
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Yours Truly 


wife to see the doctor since she had what appeared 
to be a “boil” high in the nasal passage, with ac- 
companying fever of 101 degrees. 

Upon hearing this, the doctor’s aide said: “But 
the doctor is not an ear, nose and throat specialist.” 

Whether this reflects the doctor’s attitude or her 
own opinion of his practice limitations, 1 don’t know. 
But I wanted my wife seen by a family physician; I 
assumed that if the lesion required an ENT man, 
the doctor would make the referral. 

An aide who gives the kind of answer that I got 
is not serving the cause of general practice, and is 
actually encouraging patients to make their own 
diagnosis and referrals to a specialist. 

KENNETH LOWE 
Hempstead, N.Y. 


Certifying Board Forum 


In obedience to instructions included in a resolution 
adopted by the Congress of Delegates at the annual 
meeting in San Francisco last March, copies of a 
progress report of a special committee to investigate 
proposals for a certifying board for general practition- 
ers were distributed to all members with the annual 
illustrated report of Academy activities. The following 
are among the many comments received from members 
relative to that progress report. Others will appear in 
future issues. —PUBLISHER 


Dear Sirs: 

I have received the Progress Report of the Special 
Committee on Proposal for Certifying Board in 
General Practice. Since I have been an active mem- 
ber of the AAGP for over four years, this would not 
specifically cause me inconvenience in any way. 
Therefore, I do not feel that I am prejudiced. 

I certainly feel that there are good points to be 
said for certification, just as there are good points 
that could be said about hell; namely that it fulfills 
qualifications of justice in punishing the wicked 
after death. However, I do not feel that anything is 
really accomplished constructively by certification 
for general practitioners. The Academy of General 
Practice is doing a tremendous job of seeing, to the 
best of its ability, that general practitioners keep up 
on postgraduate work and therefore do the best job 
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that they are able to do. Certification certainly does 
not make a more qualified physician. There are many 
certified specialists who are poorer practitioners than 
noncertified general practitioners or noncertified 
specialists. 

The question of favoritism, personalities and other 
unforeseen arbitrary exclusion of men for certifica- 
tion in the Academy of General Practice would cer- 
tainly present a problem. These exist at present in 
various specialist certification boards, as will be 
testified to by any number of specialists. 

I do not feel certification is in order for general 
practitioners, since when we say a man is a general 
practitioner, we indicate he has had no formal train- 
ing past the one-, or in some cases two-, year intern- 
ship. Certification essentially means extra, formal 
training producing certain and specific knowledge 
and this situation does not exist with general prac- 
titioners. I believe that in making mandatory a cer- 
tain quality of postgraduate work, the Academy does 
more to certify that its members are qualified prac- 
titioners than does any specialty board at the 
present time. 

For the various reasons listed above, I am defin- 
itely not in favor of a certifying board. There are 
many in our local chapter who feel likewise; in fact, 
I believe that all of them do. 

E. S. HARTLAUB, M.D. 
Janesville, Wis. 


Dear Sirs: 

The new American doctor is by his very nature and 
environment forced to become a lifetime student of 
medicine. A lover of knowledge, a perpetual seeker 
of truth and a healer with high aspirations, aims and 
ideals he needs room for growth. Is it any wonder 
then that doctors are going into the specialties? 

Opportunities for receiving more training, time to 
gain confidence and develop maturity are provided 
by residencies to satisfy the inner needs of doctors. 
The new doctor, eager to grow and advance in 
stature, knowledge, wisdom and wealth, wants to 
have goals set for him after internship. He often is 
afraid to enter into general practice because he lacks 
either emotional maturity or adequate training. He 
takes refuge (withdraws) into a residency and hopes 
to grow. Usually he succeeds, but hardly has he com- 
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The constraint of rigid management 


Many diabetics on insulin live highly restricted lives. They may not miss or delay a meal; 
they must neither over-work nor under-exercise for fear of complications. 

For 3 out of 4 of these patients, Orinase* offers better control and an easier, more normal 
life. Because Orinase controls diabetes effectively and smoothly in responsive patients, they 
can enjoy a new freedom. And some diabetics, who cannot be managed on Orinase alone, 
do best on combined Orinase-insulin therapy. neo. v. s. rar. urvonn 
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Yours Truly 


pleted his work when he sets a new goal for himself — 
FACS, FACP or the boards. These give added mean- 
ing to his work and serve as incentives to study. 

The general practitioner needs the same incentives 
and goals as specialists. When a doctor feels that on 
graduation “he has arrived,” that he no longer needs 
to study, go to lectures, or take examinations, he is 
not growing. He is dying. 

Let’s give the potential general practitioners and 
active practitioners a new goal, FAGP (Fellow of the 
Academy of General Practice). Later let’s give him a 
Board of General Practice. As generalists we need 
recognition, prestige and status to compete with the 
onrush of specialism. 

The American Academy of General Practice could 
this day confer fellowships on its members. FAGP 
should be on all our stationery. True, we get satis- 
faction in helping out patients, but sometimes the 
soul hungers for other recognition. I think the ma- 
jority of Academy members would favor FAGP 
status. 

Why not FAGP to all Academy members now and 
board eligibility to three-year members? 

EDWARD A. PETOSKEY, M.D. 
Detroit, Mich. 


Dear Sirs: 

I would like to submit an additional opinion as to 
the advisability of establishing a Certifying Board 
for General Practice; I think it is unnecessary. 

State licensure attests to the ability of any phy- 
sician to practice medicine initially, and the AAGP 
maintains high professional standards by their post- 
graduate study requirements. To my mind these two 
factors were some of the principal ones favoring the 
establishment of a certifying board; medical edu- 
cation, state licensure and AAGP membership al- 
ready have eliminated these needs. 

The idea that patients being attuned to the idea 
of “boards” and “specialists” have forced the gen- 
eral practitioners into one of their own is not true 
where I practice, and I believe the same hoids true 
in the generally less-urban areas where most general 
practitioners practice. From this viewpoint, a gen- 
eral practice board is unnecessary. 

Finally, a general practitioner is not a specialist. 
He may be very competent, but nevertheless not a 
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specialist. The establishment of a certifying board 
is a tacit admission we consider ourselves inferior to 
board specialists, and this is untrue. One of the 
virtues of general practice is practice in all fields of 
medicine without the limitations of a specialty. For 
this reason a specialty board would not only include 
us within a group (board specialists) we don’t want 
to be included in, but we would no longer have the 
distinction of being nonspecialists. 

I respectfully urge you to recommend that no 
action be taken to set up a certifying board for 
general practice. 

ROBERT E. THOMPSON, M.D. 
Toccoa, Ga. 


Dear Sirs: : 

I have read the progress report of the special com- 
mittee on the Proposal for Certifying Board in Gen- 
eral Practice and it is evident that a great deal of 
time and thought has been put into this report. I 
am in full agreement with the report and cannot find 
any way to improve it. I believe that we should 
accept the recommendations and carry out the pro- 
gram. 

S. L. RUGGERO, M.D. 
Wonder Lake, IIl. 


Seeing Eye to Eye 


Dear Sirs: 

I have just had the opportunity of reading Dr. 
Lyon Steine’s excellent article (“Let Medicine Take 
Care of Itself,” September GP) which takes care of 
all the burning problems of today’s medicine and 
doctors. I can only underline every word he has 
written. 

My wish and desire is to bring this article to every 
M.D. in the USA. 

H. A. BRINKS, M.D. 
Canton, Ohio 


Dear Sirs: 
Dr. Lyon Steine’s article entitled ‘““Let Medicine 
Take Care of Itself’’ deserves a standing vote of 
thanks and credit. 
I am 100 per cent for him, and have constantly 
preached the same principles and practices that he 
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prescribes. The formation of a medical union is the 
only answer out of our dilemma, and we had better 
form it now before it is too late. 

NAME WITHHELD ON REQUEST 


Delicate Issue 


Dear Sirs: 

Regarding ‘‘Female Circumcision, Indications and 
a New Technique” (September GP), may I offer 
comment? 

Circumcision of a woman (or man) to improve 
the sensitivity or function of the clitoris (or penis) 
is about as physiologic as trimming off an eyelid to 
improve visual acuity. I grant that such mutilations 
have been more or less in vogue with certain people 
for thousands of years. Indeed, the desire to mutilate 
the genitals is doubtless the oldest sexual perversion 
in recorded history. 

JOHN M. FOLEY, M.D. 
Frankford, W. Va. 


Future Consideration 


Dear Sirs: 

Many thanks for your courtesy in forwarding to 
me a honorarium for the article ‘Role of Exercise 
in the Prevention of Disease.” 

In the meantime I have seen the article in GP and 
have also received the reprints ordered by me. I 
should like to congratulate you on the fine appear- 
ance of your publication and on the distinguished 
way in which you present reprints. 

It has, indeed, been a pleasure to cooperate with 
you and I shall take the liberty of submitting future 
papers for your consideration, if and when the 
occasion arises. 

HANS KRAUS, M.D. 
New York, N.Y. 


Selective Bargaining 


Dear Sirs: 

As a medical student and intern I enjoyed GP 
very much. I am now working as a medical mission- 
ary at Takum Christian Hospital for the Christian 
Reformed Board of Missions. I would like to receive 
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GP. The AMA used to send us all their publications 
free but they have stopped this practice, I believe. 
Anyhow, we do not get them anymore. So from a 
financial aspect we have to be quite selective in 
choosing journals for our library. If you can not 
send GP to us free perhaps you could give us the 
reduced intern, resident rate. Any back issues which 
you could send would be appreciated. 

EDWARD STEHOUWER, M.D. 
Takum Christian Hospital 
North Nigeria, West Africa 


By sending GP to the hospital in care of Dr. Ste- 
houwer, a subscription can be sent to West Africa for 
$9 instead of $14.—PUBLISHER 


Student Dilemma 


Dear Sirs: 

I am a fourth year medical student presently 
serving my clinical clerkship at Metropolitan Hos- 
pital. I have been reading GP since 1958 and find 
myself enmeshed in a progressive dilemma. As the 
contents of your publication become more valuable 
to me, the time available to read it in the library 
steadily decreases. 

The only solution is to subscribe, but the problem 
of a negative income is foremost. Do you offer a 
special rate for medical students and interns, or a 
cut rate for a subscription term over one year? 

CHARLES BURTON 
New York, N.Y. 


Reader Burton has been advised that he is eligible for 
GP’s special student rate of $5.—PUBLISHER 
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Asense of frustration and inadequacy, faulty nutrition, waning 
gonadal function—RITONIC meets all these problems of middle age and 
senile let-down. The unique combination of RITALIN, the 

safe central stimulant, with a balanced complement of vitamins, calcium, 
and hormones acts to renew vitality, re-establish hormonal 

and anabolic benefits, and improve nutritional status. 


“We found Ritonic to be a safe, effective geriatric 
supplement...’ Patients reported “an increase in 
alertness, vitality and sense of well being.” 


PRESCRIBE RITONIC 
for your geriatric patients, your middle-aged patients and your postmenopausal patients. 


Each Ritonic Capsule contains: 
Ritalin® hydrochloride 5 mg. 


methyltestosterone 1.25 mg. 
ethinyl estradiol 5 micrograms 
thiamin (vitamin B,) 5 mg. 
riboflavin (vitamin Bz) 1 mg. 
pyridoxin (vitamin Bo) 2 mg. 
vitamin Bi» activity 2 micrograms 
nicotinamide 25 mg. 


dicalcium phosphate 250 mg. 


Dosage: One Ritonic Capsule in mid-morning and one in mid-afternoon. 
Supplied: Ritonic CAPSULES; bottles of 100. 


References: 1. Natenshon, A. L.: J. Am. Geriatrics Soc. 6:534 (July) 1958. 
2. Bachrach, S.: J. Am. Geriatrics Soc. 7:408 (May) 1959. 


RITALIN® hydrochloride (methylphenidate hydrochloride CIBA) 
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Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practitioners will 
have an interest, appear here monthly. 


* Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. 


JANUARY 


*15-23: Tennessee chapter and University of Tennessee 
general practice cruise to Caribbean, embark New Or- 
leans Jan. 15. (20 hrs.) 

*17: Southwestern Ohio Society of General Physicians, 
course on new concepts of metabolic disorders, Hartwell 
Country Club, Cincinnati. (5 hrs.) 

*18-21: University of Kansas, course on the heart: rheu- 
matic and congenital heart disease, University of Kansas 
Medical Center, Kansas City, Kan. (28 hrs.) 

*19-21: Wisconsin chapter, et al., circuit teaching program, 
Viroqua, Waupun and Appleton. (4 hrs. total) 

*20: Seton Hall College of Medicine and Dentistry, course 
on diagnosis, classification and treatment of toxemias of 
pregnancy, Margaret Hague Maternity Hospital, Jersey 
City, N.J. (3 hrs.) 

*20-21: Alabama chapter, annual meeting, Hillman Audito- 
rium, Birmingham. (91% hrs.) 

*27: Seton Hall College of Medicine and Dentistry, dystocia 
clinic; classification of pelves, discussion of problems of 
anticipated dystocia, Margaret Hague Maternity Hos- 
pital, Jersey City, N.J. (3 hrs.) 

*29-30: Arizona chapter, annual symposium on heart dis- 
ease, Phoenix. (10 hrs.) 

*30: Seton Hall College of Medicine and Dentistry, course on 
calculous diseases of the GU system, Martland Medical 
Center, Newark, N.J. (5 hrs.) 


FEBRUARY 


3-5: American Association for Maternal and Infant Health, 
fourth Illinois congress on maternal and infant health, 
Pere Marquette Hotel, Peoria, Ill. 

*8-10: University of Minnesota, course on cardiovascular 
diseases, Minneapolis. (15 hrs.) 

*8-10: University of Kansas, course on radiology and radio- 
active isotopes, University of Kansas Medical Center, 
Kansas City, Kan. (21 hrs.) 
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On the Calendar 


*8-10: University of Pennsylvania, course on anesthesiology, 
Graduate Hospital, Philadelphia. (18 hrs.) 

*9-12: Tennessee chapter and Mid-South Postgraduate 
Medical Assembly, 71st annual session Mid-South Post- 
graduate Medical Assembly, Peabody Hotel, Memphis, 
Tenn. (20 hrs.) 

*10: University of Oklahoma, course on rehabilitation of the 
cardiac patient, University of Oklahoma Medical Center, 
Oklahoma City. (4 hrs.) 

*10-11: Cleveland (Ohio) chapter; Bunts Postgraduate 
course— general practice, Cleveland Clinic Foundation, 
Cleveland. (10 hrs.) 

*11: University of Kansas, course on the ophthalmoscope: 
its use in medicine, University of Kansas Medical Cen- 
ter, Kansas City, Kan. 

*11: University of Wisconsin, two-day course on laboratory 
diagnosis for general practitioners, Wisconsin Center 
Building, Madison. (14 hrs.) 

*J1-13: University of Florida, seminar in pediatrics, Gaines- 
ville. (15 hrs.) 

*15-16: Oklahoma chapter, annual meeting, Tulsa Hotel, 
Tulsa. (8 hrs.) 

*18: University of Wisconsin, course on therapeutics, Wis- 
consin Center Building, Madison. (7 hrs.) 

*20: Seton Hall College of Medicine and Dentistry, course 
on pediatric urologic problems, Martland Medical Cen- 
ter, Newark, N.J. (5 hrs.) 

*22-24: University of Pennsylvania, course on diabetes and 
hypoglycemia, Graduate Hospital, Philadelphia. (78 hrs.) 

*22-26: University of Kansas, course on hematology, Uni- 
versity of Kansas Medical Center, Kansas City, Kan. 

*24-25: University of Buffalo, course on obstetrics, Buffalo 
N.Y. (14 hrs.) 

Continued on page 291 


Annual AAGP Meetings 


Annual Scientific Assembly 
Mar. 21-24, 1960: Convention Hall, Philadelphia. 
Apr. 17-20, 1961: Miami Beach Auditorium, Miami 
Beach, Fla. 


Annual Symposium on Infectious Diseases 
Sep. 23, 1960: Battenfeld Auditorium, Kansas City, Kan. 
Sep. 15, 1961: Battenfeld Auditorium, Kansas City, Kan. 


Annual State Officers’ Conference 
Sep. 24-25, 1960: Hotel Muehlebach, Kansas City, Mo. 
Sep. 16-17, 1961: Hotel Muehlebach, Kansas City, Mo. 
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removes depression 


the true antidepressant 


rapidly effective 
antidepressant response often within a 
few days; complete remission within 2-6 weeks, 
in 4 out of 5 patients.’ 


corrective 
removes mild-to-severe depressions 
and anxiety-tension fatigue rather than 
merely masking the symptoms as do 
tranquilizers, CNS stimulants or sedatives.'* 


safe 
in 3 years of rigorous clinical trials and in 
thousands of recorded cases to date, 
there have been no significant reports of 
toxicity to liver, kidneys or blood and 
side effects have been only occasional or mild.!+ 


simple dosage schedule: 
1 tablet 3 times a day. 


Indications: Nardil is indicated in the office treat- 
ment of all mild to severe depressions; in those 
related to childbirth, menopause, old age, or those 
caused by stress situations; when there is a past 
history of depressed periods, and in depressions 
associated with chronic diseases such as angina 
pectoris and rheumatoid arthritis. 


Dosage: One tablet three times a day. 


The above dosage should be maintained until 
remission of symptoms is achieved which may re- 
quire 2 to 6 weeks. Dosage should then be reduced 
to a maintenance level of one or two tablets a day. 


Supplied: 15 mg. orange-coated tablets, bottles 
of 100. 


References: 1. Sainz, A.: The Phrenopraxic Activity of a Non- 

Antid , Ann. New York Acad. Sc. 80: Art 3: 780 
(Sept. 17) 1959. 2. Thal, N.: Cumulative Index of Antidepressant 
Medications, Dis. Nerv. System 20:197 (May) 1959. 3. Saunders, 
J. C.; Roukema, R. W.; Kline, N. S., and Bailey, 


S. d’A.: Clinical Results with Phenelzine, Am. 
J. Psychiat. 116:71-72 (July) 1959. 4. Arnow, 
L. E. : Phenelzine : A Therapeutic Agent for Men- 
tal Depression, Clinical Med. 6 :1573 (Sept.) 1959. 
5S. Dickel, H. A.; Dixon, H. H.; Shanklin, 
J. G., and Dixon, H. H., Jr.: “Tension Fatigue 


States and Their Adj i Using 
Nardil, Clinical Med. 6:1579 (Sept.) 1959, PLains, 
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PERSONALITIES in the Medical News 


HEW Appointments 


Robert A. Forsythe, 38-year-old lawyer, has been named 
assistant secretary of Health, Education and Welfare. 
Fresh from his job as congressional liaison officer 

for the department, Mr. Forsythe has already assumed 

his new duties. He first appeared on the Washington scene 
in 1953 as chief counsel for the Senate Committee on Small 
Business. Two years later, Republican Forsythe 

(a member of the Minnesota State Executive Committee prior 
to 1953) became Minnesota i 

Sen. Edward Thye’s administrative assistant. 


Other news from HEW concerns the appointment 
of two Academy members to a 14-man advisory committee 
to the USPHS’s cancer control program. They are: 


U. R. Bryner, m.v., Salt Lake City, Utah, 

AAGP past president. Advisor of the Board 

on International Medical Affairs, Dr. Bryner was a two-year 
member of the Special Committee on International Academy 
of General Practice. The Utah family doctor, 

who also served two terms as Academy treasurer, 

has been a representative on the 

Internship Review Committee since 1954. An Academy 
founder, Dr. Bryner was also a member of the 

Publication Committee for two separate terms. 


John Paul Lindsay, m.v., Nashville, Tenn., a member 

of the Academy Board of Directors. Dr. Lindsay, chairman 
of the Commission on Education, is Advisor to the Board 
on Cancer Control. Other advisory positions include those 
with the Department of Defense and the Atomic Energy 
Commission. In addition, he serves in a liaison capacity 
between the Academy and the Navy’s Bureau of Medicine 
and Surgery to assist in arranging general practice 
residencies and other training programs. Dr. Lindsay is 
chairman of the AAGP Committee for Liaison with 
General Practice Section of AMA on Certifying Board. 


35 


>. 


Volume XXI, Number 1 


n 


state 
y 


therap 
relief of pa 


with mammum 
thout steroids 


3 
§ 


long-term 


{ 
| 


é | 


ay 
—— = 
in 
in 
Z | 36 


Carey and Congress 


A UNION LEADER never pulls a punch. So that there 
may be no doubt of this, GP urges readers to 
peruse the following letter. The letter, signed 
by the president of the International Union of 
Electrical, Radio and Machine Workers, went 
to all Congressmen who dared to vote for the 
Landrum-Griffin law, a bill designed to curb 
union racketeering: 


Dear Congressman: 

Only you know, in the privacy of your own 
conscience, whether you carefully considered the 
possible consequences of the Landrum-Griffin bill 
when you voted for it on August 13, 1959. If you 
did, and realized that it is a punitive, repressive 
measure intended to weaken all labor unions and 
thereby all working men and women, you have 
much to answer for. If you did not, and merely 
yielded to the pressures of the Chamber of Com- 
merce and the National Association of Manufac- 
turers, your guilt is perhaps even greater. 

You should realize now, if you did not during 
the heat of battle, that this vindictive assault on 
the labor movement will, in the long run, prove 
to your constituents that you are less interested 
in individual rights and democracy than in 
property rights and the concentration of power 
in the hands of big business. 

You may believe that you are safe in such 
action because organized labor is relatively weak 
in your district, and cannot call you to account 
for the damage you have sought to do to it. You 
may be right—at the moment. 

We wish to assure you, however, that we shall 
do all in our power to prove to the working men 
and women in your district that you have cast 
your lot against them and they should therefore 
take appropriate action at the ballot box. 

Very truly yours, 
JAMES B. CAREY 
President 
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Editorials 


Just Enough and No More 


Wuat is the dose of a drug? A good answer to 
this question might be: ““The smallest dose re- 
quired to produce the maximum therapeutic 
effect.”” This answer, however, is much oversim- 
plified as far as the prescribing doctor is con- 
cerned. 

Textbooks of pharmacology and therapeutics 
record the so-called average dose, presumably the 
dose required or tolerated with the least side 
effects by the majority. This in itself would indi- 
cate that there are those requiring less or more 
than the average—in other words, a range of 
dosage. The term “‘average’’ is not a particularly 
good one since factors other than an arithmetic 
mean are taken into consideration in determining 
a recommended dose. Chief of these factors is the 
incidence of side reactions. Thus, a smaller dose 
than the full therapeutic dose is sometimes advo- 
cated because of the greater chance of side 
reactions with the large dose. 

The U. S. Pharmocopeia has suggested the 
term “‘usual dose.’’ For each drug listed in the 
Pharmocopeia there is a “usual dose” and a 
“‘dosage range.’”’ For instance, the usual dose of 
chloramphenicol is 3 Gm. daily, but the range 
given is 2 to 8 Gm. The usual dose of tetra- 
cycline is 250 mg. four times a day, with a range 
of from 50 mg. to 1 Gm. Everyone is familiar 
with the great range of dosage of glyceryl tri- 
nitrate from patient to patient, from 0.1 mg. to 
0.6 mg., but the usual dose of 0.4 mg. is given in 
the U.S.P. 

Manufacturers, in recommending doses in 
their advertising and on the label of the product, 
generally list only the usual dose. However, the 
physician should always realize that this is just a 
rough guide since there is a wide dosage range for 
every drug. The dose of pentaerythritol tetra- 
nitrate generally given as a guide by the manu- 
facturer is 20 mg. four times a day. Yet there are 
occasional patients who cannot tolerate even 10 
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mg. and a few who require as much as 80 mg. four 
times a day. It is important, therefore, for the 
physician to adjust the dose of the drug given for 
the particular patient. Before switching to anoth- 
er drug, the dose of the original drug should be 
cautiously increased until a therapeutic effect or 
the limit of tolerance as noted by side actions is 
reached. 

Conversely, if a patient develops side reactions 
on the recommended usual dose, a reduction in 
dosage should be made. Making these simple ad- 
justments in dosage may be all that is needed to 
produce the desired effect and will prevent the 
patient from shifting from one drug to another, a 
procedure thoroughly disliked by the patient. 


Is Physical Diagnosis Becoming a Lost Art? 


WITH increasing complexities of medicine come 
newer and more elaborate tests to aid in diag- 
nosis. Some of these tests may even be potentially 
dangerous and if not carefully controlled might 
result in the death of the patient. 

Catheterization used to refer to evacuation by 
catheter of the urinary bladder. Now the doctor 
must be very careful to specify that procedure 
precisely, otherwise the heart and not the urinary 
bladder might be catheterized. 

Resident physicians in hospitals, anxious to 
have as complete a work-up on a patient as pos- 
sible, will order innumerable laboratory tests, 
many of them unnecessary. This all adds to the 
burden of the laboratory and increases the cost of 
medical care. Often, in retrospect, it is found that 
if a careful, thorough physical examination had 
been made in the first place, the answer would 
have been obvious and many of the tests need 
not have been done. 

Physical diagnosis may be old-fashioned, but 
it still gives us many leads which may produce 
short cuts to diagnosis. Time spent in a proper 
physical examination can be very rewarding. 

On page 130 of this issue is an article on ‘““The 
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Liver and Physical Examination.” This article 
is well worth reading, not only for a review of the 
technique of examination, but also for the 
amount of information that can be obtained from 
such an examination. 


A Royal Edict 


THE Duke of Edinburgh, by a curious coin- 
cidence, happens to be the president of the Ca- 
nadian Medical Association. In his presidential 
address, read by the secretary of the CMA, His 
Royal Highness said that the health of the com- 
munity seems to be deteriorating as a direct re- 
sult of too much money and leisure. The Duke 
said, “The very standard of living of which we 
are so proud, and which seems to be the goal of 
all nations of the world, is having the same effect 
upon the community as a plaster cast has upon 
the muscles of the body.” 

Citing the “‘listless and lawless” as equal men- 
aces to society, the Duke told his Canadian med- 
ical audience, ““You cannot afford to ignore these 
facts and still maintain that you are in the least 
bit interested in health.” 


New Rules for an Old Game 


“Are our family doctors good enough?” 

This familiar phrase, splashed on the cover of 
the October Coronet, marks the entrance of 
Martin L. Gross into the popular game ‘‘What’s 
Wrong with Medicine?”’, fascinating to press and 
laymen alike. GP feels this particular article de- 
serves editorial comment, for Mr. Gross has made 
up new rules of play. He is not content to rely on 
feelings and opinions; he must have facts, as well. 
He not only damns, but praises. 

His opening move pictures the “‘average”’ fam- 
ily doctor—overworked, overbusy and underin- 
formed—who fails to keep up with the times. The 
next play features AMA Past President Gunnar 
Gundersen, who warns physicians that unless 
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they take time to keep abreast of medical prog- 
ress, they (and the nation’s health) are doomed. 
By the end of the first quarter, the good old fam- 
ily doctor seems destined for the bench. 

Then, Mr. Gross brings his new rules into play. 
The family doctor, he says, is really an essential 
member of the health team. He dwells on (and 
praises) the Academy and its postgraduate edu- 
cation program, citing cases where the general 
practitioner has used the knowledge gained in 
these scientific sessions to surpass specialists in 
both diagnosis and treatment. 

Mr. Gross is not the first to recognize the value 
of the Academy’s program, nor will he be the 
last. But it is heartening to note, in these days of 
sensational journalism, that Mr. Gross not only 
taketh away—he giveth a little, too. 


Watch That “Free” Vacation 


ACADEMY MEMBER Edwin Matlin, Mount Holly 
Springs, Pa., has called our attention to a phar- 
maceutical sales promotion device that will surely 
incur the displeasure of the Internal Revenue 
Department and submerge one or more doctors 
in very warm water. 

The company in question is Morton Phar- 
maceuticals, Inc., Memphis, Tenn. Information 
received from Dr. Matlin and the U. S. Treasury 
Department indicates that the company has 
more than one price list. If, as a doctor, you use 
one list and send in a $1,536 order, you get a 
“free” seven-day vacation in Bermuda. 

If, on the other hand, you don’t need a sun tan 
or a one-week vacation, you can use another 
price list and pay less money for the same mer- 
chandise. This is the old trading stamp approach, 
probably predating railroad shipping rebates and 
the era of the “robber baron.” 

However, don’t expect Uncle Sam to cooper- 
ate. If you pay the “premium” prices and then 
try to deduct this amount as an ordinary and 
necessary business expense, the auditor will 
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promptly disallow the deduction. Quite properly, 
he won’t feel that you’re entitled to deduct a 
Bermuda vacation. He will point out that you 
have paid for this “free’’ vacation by paying a 
higher-than-necessary price for merchandise. 

The Morton company also has an air condi- 
tioner deal that raises a more complicated ques- 
tion. If the air conditioner were used in your 
office, it could conceivably be considered an ordi- 
nary and necessary business expense, the pa- 
tient’s comfort being to some extent paramount. 
But if you lug it home and put it in your recre- 
ation room, the same logic doesn’t adhere. 

We personally believe that it is wiser not to go 
along with premium or rebate “deals.’’ Thank 
the man and send him on his way. Uncle Sam is 
in a “plug-the-loopholes’”” mood and can be ex- 
pected to be rather circumspect. Buy your own 
air conditioner, pay for your own vacation. 


The Buttonholer 


A MEETING is a melting pot, attended by people 
with a variety of miens and motives. Some at- 
tend as dedicated individuals, fighting for a cause. 
Others attend as dyed-in-the-wool playboys, try- 
ing to get a loose woman tight. 

From both of these groups, and from all those 
in between, comes the Professional Buttonholer. 
He’s the individual who corners you in a meeting 
room or a hotel corridor and spends from 20 min- 
utes to an hour expounding on a subject of abso- 
lutely unilateral interest. 

If you’ve been exposed long enough and often 
enough, you know that the Buttonholer never 
asks a question. To do so would permit an answer 
and possibly terminate a one-sided conversation. 
You also know that the problem is often com- 
pounded by bourbon breath or chronic halitosis. 

We could go on for hours, telling how to spot 
a Buttonholer across a crowded room. But instead 
we'll close with one simple observation: As far 
as Buttonholers are concerned, don’t be one. 
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FIGURE 1. Thirty-one-year-old white woman: a. Smear: 
Papanicolaou stain: Normal squamous cells from cervix or 
vagina. Small nuclei with abundant cytoplasm. The staining 
of the cytoplasm is of interest in hormonal evaluations, but not 
important in tumor screening. A few bacilli are noted. b. 
Biopsy from same patient: Hematoxylin and eosin stain: 
NORMAL MUCOSA of vaginal portion of cervix with good ma- 
turation of cells. The cells seen in FIGURE 1A have exfoliated 
from the superficial layer of the mucosa. 


Me 


FIGURE 2. Thirty-two-year-old white woman: a. Smear: 
Papanicolaou stain: Slightly immature but perfectly harmless 
cells in smear, with moderately dark staining nuclei, and ade- 
quate amount of cytoplasm for the size of the nucleus (nu- 
clear/cytoplasmic ratio). b. Biopsy from same patient: 
Hematoxylin and eosin stain: The origin of the cells seen in 
FIGURE 2A is demonstrated in a zone of SQUAMOUS META- 
PLASIA occurring at the junction of squamous epithelium of 
the portio vaginalis, and columnar-glandular epithelium of the 
endocervix. NOTE: The change of metaplasia in the cervix in 
some degree is extremely common, and is generally considered 
to have no precancerous significance. 
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ALVAN G. FORAKER, M.D. 


Pathology Laboratory 
Baptist Memorial Hospital 
Jacksonville, Florida 


There has been considerable confusion in terms 
used in describing activity 

of cervical epithelium from mild 

nonmalignant forms to invasive carcinoma. 

In this article the author gives clear, 

precise definitions for various types of lesions. 
“Tn situ carcinoma’’ is explained 

and diagnostic criteria established. 

The treatment and prognosis 

are discussed at length. 


SPECIALIZATION within specialization has reached 
the point where the physician may have difficulty 
in understanding the language and concepts of 
certain fields of medicine. Sometimes this is of 
mere academic importance. However, a knowl- 
edge of the semantics and current status of “‘in 
situ carcinoma”’ of the cervix has marked clinical 
importance to the majority of physicians. Interest 
has been stimulated by the development of 
Papanicolaou smears, and by the high incidence 
of cervical carcinoma. Research and clinical eval- 
uations are going on in many centers. A welter of 
articles floods the journals. Different concepts 
and varying terminology for the same entities are 
presented. Many problems are unsolved. Never- 
theless, the practicing physician must treat his 
patients according to the best concepts of today. 
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Practical Notes on ‘In Situ Carcinoma’ of the Cervix 


He cannot wait for resolution of differences of 
opinion. A glossary of terms used in the discussion 
of cervical lesions is presented. 


Categories of Activity 


There are various degrees of activity of cervical 
epithelium, which are briefly categorized: 

SQUAMOUS METAPLASIA (Figure 2) (approxi- 
mate synonyms: epidermidization, “reserve cell 
hyperplasia”): Transformation of the columnar 
epithelium of the endocervix to squamous epithe- 
lium. This is very common. The cells do not have 
alarming microscopic features. It is generally 
agreed that in the cervix, squamous metaplasia 
has no precancerous significance. 

DysPLASIA (Figure 3) (approximate synonyms: 
atypia, anaplasia, precancerous metaplasia, dis- 
sociated intraepithelial anaplasia, atypical] hyper- 
plasia, dyskaryosis, basal cell hyperplasia, leuko- 
hyperkeratosis, leukoparakeratosis, nearo-car- 
cinoma): Some appearance of abnormal cellular 
activity, but the cells do not have the definite 
appearance of carcinoma cells. There is some rea- 
son to believe that marked dysplasia may have 
significance in later development of cervical 
carcinoma. However, this is an area of active 
research, and no definite conclusions can be 
drawn as yet. 

“IN SITU CARCINOMA” (Figure 4) (synonyms: 
intraepithelial carcinoma, preinvasive carcino- 
ma): The cells have the essential microscopic 
features of carcinoma, but have not yet started to 
act like cancer. No invasion has occurred. Most 
writers agree that extension of this pattern into 
the glands of the cervix does not constitute 
invasion. 

SQUAMOUS CELL CARCINOMA (Figure 5) (syn- 
onym: epidermoid carcinoma): Definite invasion 
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FIGURE 3. Twenty-nine-year-old white woman: a. Smear: 
Papanicolaou stain: A moderate number of atypical cells, 
singly or in small clusters, are present in the smears. A char- 
acteristic cell is present in the center of the field with compara- 
tively large dark nucleus, clumps of stained nuclear chromatin, 
prominent nucleolus (dark area in center of nucleus) and 
scant, poorly stained cytoplasm. Some non-neoplastic squa- 
mous cells are present in the lower part of the field. There is a 
sprinkling of acute inflammatory cells. NOTE: This degree 
of activity demands further investigation, but is not intrin- 
sically diagnostic of any particular cervical lesion. b. Biopsy 
from same patient: Hematoxylin and eosin stain. Large dark 
nuclei are seen throughout the epithelial layer, but cytoplasm 
is more prominent in upper zones. This indicates ‘‘matura- 
tion.” This pattern, repeated throughout the sections, is in- 
dicative of DYSPLASIA. 
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FIGURE 4. Thirty-five-year-old white woman: a. Smear: 
Papanicolaou stain: Atypical cytology: Many cells with large 
dark staining nuclei, and scant pale staining cytoplasm are 
present throughout the smears. A characteristic cell is present 
in the center of the field. b. Biopsy from the same patient: 
Hematoxylin and eosin stain. The origin of the active cells in 
the smear is seen in the epithelium. Lack of “‘maturation’’ is 
indicated by the uniformity of cell pattern from base to surface. 
These findings, including high nuclear/cytoplasmic ratio, 
dense nuclear staining, a significant number of mitotic figures, 
repeated in various parts of the sections, are diagnostic of 
“IN SITU CARCINOMA.” NOTE: Conization with the cold knife, 
with complete tissue study, is necessary to rule out the possi- 
bility of concurrent invasive carcinoma elsewhere in the cervix. 
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FIGURE 5. Thirty-five-year-old Negro woman: a. Smear: 
Papanicolaou stain: Atypical cytology: Groups of rather small 
cells are present with comparatively large dark staining nuclei, 
containing prominent chromatin clumps and nucleoli. In- 
flammatory cells are also present. b. Biopsy from same pa- 
tient: Hematoxylin and eosin: Cells of the type demonstrated 
in the smears are seen streaming down through the fibrous tis- 
sue, characteristic of INVASIVE SQUAMOUS CELL CARCINOMA. 
Note: In this case the tumor cells were relatively uniform as 
seen in both sections and smears. Other cases of invasive 
squamous cell carcinoma, with more cornification and epithe- 
lial pearl formation, would be represented in smears by cells 
with larger nuclei, and yellow-to-orange staining cytoplasm. 
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Practical Notes 
on ‘In Situ Carcinoma’ 
of the Cervix 


of fibrous tissue by the tumor has been demon- 
strated. 

A patient’s cervix may contain at the same 
time areas of metaplasia, dysplasia, “‘in situ car- 
cinoma” and invasive carcinoma. Cytology should 
reveal the presence of suspicious cells. Biopsy 
from a clinically suggestive area will usually be 
diagnostic. If a lesion is not evident, a four- 
quadrant biopsy will reveal the great majority of 
subclinical lesions. 


Diagnosis of Invasive Carcinoma 


A biopsy diagnosis of “in situ carcinoma” i 
not an absolute indication for hysterectomy. 
Each case should be individualized. 

A biopsy diagnosis of “in situ carcinoma’’ is 
not proof that invasive carcinoma is not present 
elsewhere in the cervix. Sometimes cancer spreads 
over the surface. The biopsy may show only this 
surface spread. A conization of the cervix will 
usually prove the presence or absence of cancer- 
ous invasion. The conization should be done 
with the cold knife, followed by cauterization 
as needed. The cautery is the enemy of good 
tissue diagnosis. 

Irregular bleeding may come from cervical 
neoplasms, which may be concealed high in the 
endocervical canal. Therefore, it is suggested 
that in any endometrial curettage for diagnosis 
of bleeding, endocervical curettage and cervical 
biopsy should be included. 

Cytology (Papanicolaou smear) is of marked 
importance in this problem. It is not intrinsically 
diagnostic. A suspicious or positive smear is an 
indication for biopsy and/or conization. The 
smear should not be used as the sole indication 
for definitive surgical or radiologic therapy. It is 
doubtful whether cytology can differentiate “‘in 
situ” from invasive carcinoma in a high propor- 
tion of cases. 

A single negative smear has only cumulative 
value. It should not preclude further investiga- 
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tion (biopsy or repeat cytology) in a woman with 
bleeding or other symptoms. 

A suspicious or positive smear may be followed 
by a negative biopsy. This is not a reflection on 
the cytodiagnostician, since the lesion may be 
small or in an obscure location. Close observation 
is indicated, with consideration of additional 
cytology, biopsies or conization. 


Relationship of Pregnancy 


The relationship of pregnancy to “‘in situ car- 
cinoma’”’ is disputed. Pregnancy produces pro- 
liferative reactions in cervical epithelium which ‘ 
may be difficult to differentiate from ‘“‘in situ 
carcinoma.’ Some pathologists believe they are 
capable of making this differentiation, while oth- 
ers do not. Most writers (of both schools) believe 
that a tissue diagnosis of “in situ carcinoma”’ 
during pregnancy is not an indication for drastic 
therapy during gestation. It calls for close obser- 
vation, with follow-up (cytology or biopsy) ex- 
tending several months after pregnancy. 


Relationship to Dysplasia 


No one knows the exact relationship between 
dysplasia and ‘‘in situ carcinoma.” There is no 
reason to believe that every case of dysplasia will 
progress to “in situ carcinoma,” however, some 
will. 

The exact relationship between “‘in situ’’ and 
invasive squamous cell carcinoma of the cervix 
is not known. There is no reason to believe that 
every case of “in situ carcinoma’’ will become 
invasive, however, some will. It is not possible, 
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at present, to tell which case of “‘in situ car- 
cinoma” will become invasive within a short 
period, which will remain “‘in situ” indefinitely 
or which will regress. 

Competent pathologists, including those ac- 
tively investigating this field, do not always agree 
on the amount of cellular activity necessary to 
divide dysplasia from ‘‘in situ carcinoma.”’ Such 
disagreement merely reflects the unsettled nature 
of the problem. 

Close cooperation between clinician and pa- 
thologist is necessary. Each should know the 
other’s thinking and terminology. Individual 
cases should be discussed, and all areas of poten- 
tial misunderstanding eradicated. 

When the various problems regarding ‘‘in situ 
carcinoma” are resolved, our understanding of 
all cancer will be greatly advanced. Until that 
day, patients must be diagnosed and treated ac- 
cording to the best current concepts, but areas of 
uncertainty should not be disregarded. 


Summary 


Varied terminology and different concepts exist 
concerning the clinically important problem of 
“fn situ carcinoma” of the cervix. To aid in 
clarification for the practicing physician, a glos- 
sary of terms is offered. The place of cytology 
and biopsy has been defined. The current status 
of “‘in situ carcinoma”’ has been summarized, in- 
sofar as present-day diagnosis and treatment 
planning are concerned. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 
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Iron Deficiency Anemia 
in Infancy and Childhood 


IRVIN JACOBS, M.D. 


Lake-Noxen Clinic 
Noxen, Pennsylvania 


Many children, particularly in the age group 
6 months to 2 years, have iron deficiency anemia. 
This is due to a number of factors 

both prenatal and postnatal. 

After 3 months of age, milk alone is not 
sufficient to take care of iron requirements, 
and solid foods containing iron are necessary. 
Three typical cases are presented 

to illustrate the means of diagnosis 

and the treatment. Only iron 

is required for specific treatment. 


IN PEDIATRIC PRACTICE today the most frequent 
deficiency disease seen is iron deficiency anemia. 
Once the physician is on the alert for this con- 
dition, he will be amazed at the great number of 
cases he will discover. 

In one study 46 per cent of anemic children 
had iron deficiency anemia. In other studies the 
percentage of anemic children has beer. higher, 
approaching 75 per cent. The age incidence of 
iron deficiency anemia is interesting. Of 162 
patients who had this condition in one study, 76 
per cent were between the ages of 6 months and 
2 years. 
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The basic etiology in the production of iron 
deficiency anemia is this: After birth an infant 
with 0.3 Gm. of iron develops into an adult with 
3.0 Gm. of iron. Since iron stores in an infant are 
a very weak source of iron, the infant must de- 
pend either on exogenous supplies of iron or on 
his own red blood cells. Therefore, if the exogen- 
ous supply is inadequate, anemia develops be- 
cause ‘‘the infant bleeds into his own increasing 
blood volume.” These are some contributing 
factors: 

I. Prenatal condition. 

A. Frequent pregnancies. 

B. Failure to take supplemental iron. 
C. Multiple pregnancies. 

D. Hemorrhage. 

II. Conditions at birth. 

A. Hemorrhage into the maternal circu- 
lation. 
B. Cord bleeding. 
III. After birth. 
A. Inadequate dietary intake. 
B. Adequate intake but poor absorption. 

Milk may be an adequate food from birth to 
3 months of age, but thereafter it is inadequate 
because it contains only 1.5 mg. of elemental 
iron/liter. Therefore, during this rapid growth 
period, solid foods which contain iron are neces- 
sary. So often a fat, pale infant is seen who is 
drinking one and one-half to two quarts of milk 
a day. As one elicits the dietary history, the 
mother is proud that her youngster’s milk intake 
is so good. It is hard to convince her that her 
youngster is not healthy but has an iron de- 
ficiency anemia. I have found that since many 
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mothers tend to exaggerate about the amounts of 
solids her child eats, a short cut may be taken by 
asking the mother how much milk her child 
drinks. It is unusual to find a child who can 
drink one to one and a half quarts of milk daily 
and at the same time eat a sufficient amount of 
solids. Occasionally one comes upon a case of 
iron deficiency anemia for which no cause is 
readily discernible, even after taking a good 
history. Then one must assume that the child is 
getting adequate iron in his diet but that ab- 
sorption is poor. 


Diagnosis 
HISTORY 


A carefully taken history can be most re- 
warding. Information about prenatal care, fre- 
quency of pregnancies, multiple pregnancies, 
hemorrhage and eating habits of the child arouse 
suspicion about an iron deficiency anemia. Pica 
or marked anorexia may be seen. 


PHYSICAL EXAMINATION 


As the anemia progresses, the child appears 
pale. Quite often he is chubby or obese. Rarely 
does one find listlessness or tired blood as the 
_television commercial goes. The body’s com- 
pensatory powers are such that the hemoglobin 
must reach very low levels before the mother 
notices inactivity. The liver and the spleen may 
be enlarged. It is interesting that many young- 
sters with anemia may have elevated tempera- 
tures which cannot be explained on the basis of 
infection after a careful physical examination. 


LABORATORY STUDIES 


The diagnosis is readily confirmed by hemo- 
globin, hematocrit and red blood cell determina- 
tion. Therefore, a knowledge of normal values 
for the pediatric patient is necessary. The follow- 
ing figures have been suggested by Guest, Brown 
and Lahey as normal for all pediatric patients 
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from the neonatal period of about 3 months to 
adolescence: 

Hemoglobin 12.5 Gm. per cent 

RBC 4.5 million/e. mm. 

Hematocrit 37 per cent 

Mean corpuscular volume 82 c¢. yu. 

Mean corpuscular hemoglobin concentration 

34 per cent 
Mean corpuscular hemoglobin 27.5 meg. 
One author, however, suggested that a hemo- 

globin of 10.5 Gm. at 5 to 6 months of age is 
definitely abnormal. Therefore, any child with 
a hemoglobin of 10.5 Gm. or less, or a hematocrit 
of less than 37 per cent, is anemic. When setting 
arbitrary limits, however, one may err if these 
figures are strictly followed without benefit of 
a history and physical examination. The labora- 
tory is an aid to diagnosis. The microhematocrit 
determination has been an important adjuvant 
in the field of pediatric hematology. Its ease of 
performance, using capillary blood rather than 
venous blood, and its high accuracy make it a 
useful tool. Red blood counts may have an 
error of plus or minus 300,000 cells. Examination 
of the blood smear reveals cells which are pre- 
dominantly microcytes and hypochromic, al- 
though some areas of the slide may show macro- 
cytes. The question of leukemia may arise at 
this time. Frequently acute leukemias of child- 
hood are associated with anemia. The white 
blood count and differential smear may aid in 
diagnosis of an acute leukemic process. In addi- 
tion, one should examine the smear for adequate 
platelets. If platelets are considered normal in 
quantity both by smear and actual platelet 
count, the diagnosis of acute leukemia is un- 
tenable. 


Treatment 


PROPHYLACTIC 


Adequate prenatal supplements with iron are 
important. The early diagnosis and effective 
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After a child is 3 months of age, he needs solid foods that 
contain iron. If a child drinks one to one and a half quarts 
of milk a day, it is likely that he neglects the solid foods that 
he needs for an iron-sufficient diet. 


treatment of iron deficiency anemia in the pre- 
natal patient would help prevent depletion of 
iron reserves. For children who, because of poor 
diet or prematurity are tending toward iron 
deficiency anemia, prophylactic iron has been 
suggested. In infants 3 to 6 months of age, 5 
mg. of elemental iron per day, and in older 
children 10 mg. of elemental iron per day, is the 
recommended dose. 


ACTIVE TREATMENT 


Iron deficiency anemias require iron only. 
Folic acid and vitamin By, are of no therapeutic 
value. Giving liver shots to iron deficiency 
anemic children is to be condemned. At one 
time not too long ago, 6 to 7 Gm. of hemoglobin 
was considered a critical value below which 
transfusion was indicated. Today hemoglobin 
is not considered a criterion for a transfusion. 
Why has transfuston been assigned a back seat 
in the treatment? The reasons are: 

1. Homologous serum jaundice. 

2. Transfusion reactions (severely anemic pa- 
tients are difficult to cross match properly). 

3. Sensitization (Recently I saw a case of 
erythroblastosis requiring two exchange trans- 
fusions in a B-Rh positive baby born of a B-Rh 
positive mother. The sensitization was due to 
the little ec antigen.). 

4. Overload of the circulation, causing con- 
gestive failure. 
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6. Expense, discomfort and difficulty of pro- 
cedure. 

7. Blocking of the bone marrow, therefore 
actually impairing the hematopoietic activity of 
the child’s bone marrow. 

There are two indications for transfusion: 

1. Iron deficiency anemia complicated with 
infection. Careful physical examination must be 
carried out to determine the presence and loca- 
tion of infection. 

2. Congestive failure associated with the iron 
deficiency anemia. A small blood transfusion to 
correct the congestive failure is indicated. 

The dosage of iron in the treatment of iron 
deficiency anemias for children ‘less than 3 years 
of age is 60 to 75 mg. of elemental iron per day. 
In children over 3 years, two to three times the 
above amount is necessary. Since iron is ab- 
sorbed much more efficiently in the ferrous state, 
a reducing agent like ascorbic acid has been 
shown to aid iron absorption. A formula which we 
formerly used is: ascorbic acid, 5 Gm.; ferrous 
sulfate, 5 Gm.; water, 20 cc. and cherry syrup, 
100 cc. One tsp. of this mixture is given twice 
a day. However, we have found that this pre- 
scription was not too stable, and lately a pre- 
paratory liquid named Cytoferin has been used. 
It contains 100 mg. of ferrous sulfate and 75 
mg. of ascorbic acid in each teaspoonful. 

One teaspoonful three times daily for children 
under 3 years will give a recommended 60 to 70 
mg. of elemental iron. What kind of response can 
be expected? It is not unusual to see an increase 
in the hemoglobin after a few days of 0.15 to 
0.3 Gm./100 ce. per day. The reticulocyte count, 
a good indication of successful therapy, will 
begin to rise in three to five days and will reach 
its peak in five to ten days. Parenteral iron 
either intravenously or intramuscularly may be 
used. Recently there has been available an iron 
dextran intramuscular preparation which has 
been used with success. One calculates from a 
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Iron Deficiency 
Anemia in Infancy 
and Childhood 


formula the amount of iron deficiency and gives 
that amount intramuscularly. It is especially 
useful in cases in which oral iron is not tolerated 
and also in patients in whom you cannot get 
cooperation at home for administration of oral 
iron. 

Blood transfusions are recommended only in 
cases of iron deficiency anemia complicated with 
infection or congestive failure. The lower the 
hemoglobin, the smaller the amount of blood 
that should be given. The standing rule of 10 cc. 
of blood per pound of body weight should be 
adjusted down to 5 cc. per pound of body weight 
in iron deficiency anemia, and if the hemoglobin 
is lower than 5, smaller amounts should be given. 
The 3-4-5 rule is a good one to be followed. If 
the hemoglobin is 3 Gm., 3 cc. of blood per pound 
of body weight; 4 Gm., 4 cc. of blood; and 5 Gm., 
5 ec. of blood per pound of body weight. It 
should be remembered that giving blood in iron 
deficiency anemias will cause blocking of the 
bone marrow and a lag in the production of the 
red cells. 


Case Reports 


CASE 1. W.H., a 6-month-old male infant was 
the second child in this family. The mother had 
an uneventful pregnancy. However, she had not 
taken any prenatal vitamin supplements or iron 
supplements. The infant had been breast fed 
and had never received any solid food. On 
physical examination the infant was pale, did 
not appear emaciated and the liver and spleen 
were not palpable. The blood studies on ad- 
mission on June 10, 1959 revealed a hemoglobin 
of 4 Gm. per cent and a hematocrit of 17 per 
cent, with a reticulocyte count of 5.3 per cent. 
The red blood count was 2,008,000 per c.mm., 
the white blood count was 8,750 per c.mm., 
neutrophils 33 per cent, eosinophils 1 per cent, 
small lymphs 63 per cent and stabs 3 per cent. 
The mean corpuscular volume was 85 c.u. Exam- 
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There are only two indications for blood transfusions in 
cases of iron deficiency anemia. These are anemia complicated 
with infections, or congestive failure. 


ination of the smear revealed a microcytic hypo- 
chromic anemia. 

Intramuscular iron dextran was ordered and a 
total of 9 cc. was given in divided doses daily 
after a test dose of 1 cc. intramuscularly. On 
June 13 the hemoglobin was 4.6 Gm., the hemato- 
crit 23 per cent. On June 15 the reticulocyte 
count was 7.3 per cent, hemoglobin 6.1 Gm. per 
cent and the red blood count was 2,870,000 
per c.mm. On June 18 the reticulocyte count was 
39 per cent, hemoglobin 8.4 Gm. per cent, red 
blood count 3,140,000 per c.mm., hematocrit 
32 per cent. On June 23 the hemoglobin was 10.7 
Gm. per cent, red blood count 3,500,000 per 
¢c.mm., hematocrit 35 per cent. On June 30 the 
hemoglobin was 11 Gm. per cent, hematocrit 
39 per cent. The child was then discharged and 
followed as an outpatient. 

Comment: This shows the use of intramuscular 
iron in a severe iron deficiency anemia and also 
shows that even though the hemoglobin was 
very low and the red blood count was low, blood 
transfusion was not necessary because of the 
absence of complications such as infection or 
congestive failure. 
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CASE 2. G.K., a 15-month-old female, was ad- 
mitted for paleness. She was a second twin of a 
gravida 9, para 8. The mother was severely 
anemic during her pregnancy and had a hemo- 
globin of 7 Gm. per cent. This child’s birthweight 
was 4 lb. 

The child was admitted on June 4, 1956, be- 
cause of being pale and because of not eating, 
according to the mother, for two weeks. Blood 
studies on June 5 revealed a hemoglobin of 3.7 
Gm. per cent, a red blood count of 2,650,000 per 
c.mm., hematocrit of 17 per cent, platelet count 
182,000, reticulocyte 0.1 per cent. The white 
blood count was 7,650 per c.mm., polys 37 per 
cent, eosinophils 2 per cent, small lymphs 59 
per cent, stabs 8 per cent. Examination of 
the smear revealed a microcytic hypochromic 
anemia. The mean corpuscular volume was 64 
C.4., Mean corpuscular hemoglobin 13.9 mceg., 
mean corpuscular hemoglobin concentration 22 
per cent, color index 0.45. 

On June 6, 1956, with a diagnosis of iron 
deficiency anemia made, Cytoferin liquid, 1 tsp. 
three times daily, was started. On June 10, 1956, 
the hemoglobin was 4.7 Gm. per cent, red blood 
count 2,740,000 per c.mm., reticulocyte count 
4.6 per cent, hematocrit 18 per cent. On June 
17, 1956, the hemoglobin was 6.3 per cent, 
reticulocyte count 1.5 per cent, hematocrit 27 
per cent. On June 19 the hemoglobin was 7.1 
Gm. per cent, red blood count 3,002,000 per 
¢.mm., reticulocyte count 2.3 per cent, hema- 
tocrit 31 per cent. On June 26 the hemoglobin 
was 8.7 Gm. per cent, hematocrit 33 per cent. 
The youngster was then discharged from the 
hospital, was followed as an outpatient, received 
oral iron and had an uneventful recovery. 

Comment: This case shows the use of oral iron 
therapy without blood transfusion in a severe 
iron deficiency anemia. 

CASE 3. C.M., a 10-month-old female, was ad- 
mitted to the hospital with a history of vomiting 
of three days’ duration and severe diarrhea of 
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12 hours’ duration. When this youngster was 
examined at the hospital she was lethargic and 
severely dehydrated. Her hemoglobin on ad- 
mission was 6 Gm. per cent, red blood count 
2,350,000 per c.mm., hematocrit 22 per cent, 
white blood count 7,400 per c.mm., polys 62 
per cent, small lymphs 31 per cent, monos 6 
per cent. 

This child was treated immediately with in- 
travenous fluids and electrolytes to correct the 
dehydration and electrolyte imbalance; and be- 
cause of the low hemoglobin and the severity 
of the anemia, 100 cc. of whole blood was given 
on December 18, 1957. On December 19, 1957, 
the hemoglobin was 9 Gm. per cent, hematocrit 
36 per cent. On December 23; Imferon, 1 cc., 
was given; on December 26, 2 cc. of Imferon and 
on December 30, 2 cc. of Imferon. On January 2, 
1958, the hemoglobin was 13 Gm. per cent, 
reticulocyte count, 1.4 per cent; hematocrit 44 
per cent; and the youngster left the hospital in 
good condition. 

Comment: This case shows the use of a small 
blood transfusion to tide the child over through 
a period of infection and severe anemia and then 
the use of intramuscular iron to treat the iron 
deficiency anemia. As stated before, a large blood 
transfusion in a youngster with a hemoglobin of 
6 Gm. per cent when dehydrated would be a 
dangerous procedure and would carry with it 
the great risk of possible reaction or congestive 
failure. 


Summary 


Iron deficiency anemia is the most common 
deficiency disease of infancy and childhood. The 
diagnosis can be made easily. Specific treatment 
requires only iron. Case studies have been 
presented. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 
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Diagnosis and Treatment 


of Hyperadrenocorticism 
(Cushing’s Syndrome) 


R. V. FORD, M.p., R. C. OVERTON, JR., M.D., 


C. HEIDER, M.D. AND C. A. HANDLEY, Pu.p. 


Departments of Medicine, Pharmacology and Surgery 
Baylor University College of Medicine 

and The Methodist Hospital 

Houston, Texas 


The clinical and laboratory features 

of 16 patients with hyperadrenocorticism 
(Cushing’s syndrome) who were treated 
by total adrenalectomy are presented. 

The operative procedure and postoperative 
management are also discussed. 
Emphasis is placed on the early diagnosis 
and treatment in an attempt to prevent 
irreversible complications. 


THE COMPLETE clinical syndrome of hyperad- 
renocorticism as originally described by Cush- 
ing in 1932 is not always evident. Since the dis- 
ease may initially be intermittent or cyclical, an 
additional cause for delay in diagnosis may be 
presented. However, if these two facts (absence 
of complete syndrome and intermittency) are 
remembered, the clinician will more efficiently 
manage a large group of patients—patients with 
vague or bizarre complaints—complaints of 
obesity, weakness, emotional instability, labile 
hypertension, early diabetes, menstrual irregu- 
larities, sterility, hirsutism, etc. That the syn- 
drome is due to hyperfunction of the adrenal 
cortex, most especially the production of gluco- 
corticoids, is well accepted. 

We have been impressed with the frequency of 
this syndrome in an ordinary practice of internal 
medicine. With improvement in the laboratory 
procedures for the estimation of urinary and 
blood adrenocortical steroids, we have been fur- 
ther impressed with the simplicity of diagnosis 
of early Cushing’s syndrome. With improvement 
in general surgical techniques, the treatment by 
total adrenalectomy has been quite simple. 
Because of the availability of orally effective 
adrenocortical hormones, the long-term main- 
tenance of these patients so treated has been easy. 


Our Experiences with Hyperadrenocorticism 


This report is concerned with our experiences 
in the problem of hyperadrenocorticism—the 
clinical and laboratory diagnosis, surgical man- 
agement and postoperative care. It comprises 
observations of 16 patients over periods of six to 
30 months. 


MATERIALS AND METHODS 


Fifty-six patients presented with features sug- 
gestive of Cushing’s syndrome. Sixteen of these 
56 were thought to have clinically significant 
Cushing’s syndrome or hyperadrenocorticism. 
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These 16 patients (one male and 15 females) were 
selected for total adrenalectomy based upon the 
following findings: demonstrable clinical signs 
and symptoms of Cushing’s syndrome; progres- 
sive or persistent clinical and laboratory findings; 
and adrenocortical hyperfunction as demon- 
strated by corticotrophin stimulation test on at 
least two occasions at 30- to 90-day intervals. 

The corticotrophin test was performed in the 
following manner: On the first day, a 24-hour 
urine “‘control”’ specimen was collected. On the 
second day, at 4 P.M., 80 units of corticotrophin 
zine (Organon) or ACTH gel (ACTHAR gel, 
Armour) was administered intramuscularly. Six- 
teen hours later, at 8 A.M. on the third day, the 
patient received another 80 units of cortico- 
trophin zinc and immediately began collecting 
another 24-hour specimen “drug.”’ Both urine 
specimens were analyzed for 17 ketogenic steroids 
(17 KGS) and 17 ketosteroids (17 KS). 

An increase of 17 KGS in excess of 50 mg./24 
hours, concomitant with more than a threefold 
increase over a control value in the normal range, 
was considered to be the result of hyperrespon- 
siveness to corticotrophin due to hyperfunction 
of the adrenal cortex and warranted repeated and 
continued clinical observation ard laboratory 
studies to establish the presence of hyperadreno- 
corticism. In our experience, patients with ele- 
vated “‘control’’ values may experience less than 
a threefold increase in urinary 17 ketogenic 
steroids. This does not indicate a lessened degree 
of responsiveness but rather the result of the pre- 
existing elevated control value. The absolute 
increase in such patients is usually quite marked 
and is in excess of 50 mg./24 hours (patients 8 
and 12, Table 2). 

Additional data, on different days, included: 
total urinary sodium and potassium; serum 
electrolytes; hemograms; eosinophil counts (be- 
fore and after corticotrophin); blood urea nitro- 
gen and uric acid; urinalyses; bone films for 
- osteoporosis; lateral skull films for sella turcica 
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Typical body obesity 


with slender extremities is shown. « 
Buffalo hump and abdominal striae "~~ 


also are seen. 


Central obesity 
is demonstrated here. 
The pendulous abdo- 

men, the result of 
marked muscle 
atrophy, is quite 
apparent. 


Pat 
‘ 


This patient demonstrates the typical round or ‘‘moon’’ face. 
Mild acne and hirsutism are also noted. 


size; electrocardiograms and chest teleoroent- 
genograms. An occasional patient also had plasma 
hydrocortisone determinations. 


RESULTS 


The most common clinical findings preopera- 
tively are summarized in Table 1. In addition, all 
the patients had at least moderate polydypsia- 
polyuria. In four patients this was marked. 

Preoperative laboratory studies are summarized 
in Tables 2 and 3. The six-hour oral glucose toler- 
ance test revealed an initial hyperglycemic re- 
sponse followed by a late hypoglycemic unrespon- 
siveness. The excretion of 17-ketosteroids (Table 
2) was most commonly normal in the control 
state as well as after corticotrophin. However, 
the 17-ketogenic steroid excretion was abnormal- 
ly increased following corticotrophin (three- to 
ninefold). The values presented are an average of 
two to four studies done at 30-to-90-day intervals. 
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Thus, these patients were persistently abnormal 
with respect to adrenocortical function. The anal- 
yses of plasma hydrocortisone were not done on 
all patients and this data is not presented. How- 
ever, control values were in excess of 20 gamma 
per cent, and after corticotrophin stimulation, 
these increased to levels of 45 gamma per cent or 
more. 

The serum electrolytes (Table 3) were not 
remarkable. Four patients had a tendency to- 
ward hypochloremic alkalosis. The hemograms 
showed two patients with marked polycythemia 
and all the others, except one, had high normal 
values. Three had a marked eosinopenia but the 
eosinopenic response to corticotrophin was not 
consistent. The urinalyses were not remarkable, 
except for a low average sodium to potassium 
ratio. 

The pathologic findings are presented in Table 4. 
Although the cytologic diagnosis was most com- 
monly normal, all glands were abnormally large 
(normal weight 6 Gm.). The changes (which are 
highly significant) in body weight and blood 
pressure three months following total adrenalec- 
tomy, are presented in Table 5. 

The postoperative (three months) clinical findings 
of the patients are summarized in Table 6 and 
emphasize the subjective and objective improve- 
ment experienced by these patients. All patients 
were returned to normal activity prior to six 
weeks after adrenalectomy—at a much higher 
level of living! The average daily dose for mainte- 
nance therapy has been 7 mg. of hydrocortisone 
orally (varying from none to 20 mg.). The 
absence of functional adrenal tissue postopera- 
tively was determined by the corticotrophin 
stimulation test. In all cases, there was no change 
in the 24-hour excretion of 17 KGS following 
corticotrophin. 


OPERATIVE PROCEDURE 


The operative technique and results have been 
described more fully elsewhere. Contraindica- 
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TABLE 1. 


Common Preoperative Clinical Findings 


in Sixteen Patients with Cushing’s Syndrome 


Number of patients with findings of: 


Hyper- Osteo- 
Degree tension Obesity Edema porosis 


Weak- Menstrual Psychiatric 
ness Virilism disorders disorders 


Severe 
Intermediate 
None 


16 11 12 10 
0 4 1 6 
0 1 3 0 


tions to total adrenalectomy are an age greater 
than 55 and a blood urea nitrogen of over 30 
mg. per cent. Preoperative procedures are the 
same as for any major abdominal operation. 
Large doses of long-acting barbiturates are 
avoided, both preoperatively and in induction, 
to assure greater blood pressure stability. 

The transabdominal approach is used with a 
transverse incision. This allows adequate ab- 
dominal exploration, especially of the female re- 
productive organs, correction of other nonrelated 
abnormal abdominal conditions, and inspection 
and palpation of both adrenal glands before the 
decision for resection is made. There is no pre- 
operative administration of adrenal hormones. 
At the beginning of the surgical procedure, an 
infusion of 100 mg. hydrocortisone in 1,000 ce. 
5 per cent glucose is started at a slow rate. By 
the end of the surgical procedure, the patient 
has received 30 to 40 mg. hydrocortisone. Im- 
mediate postoperative care includes repeated 
observations of blood pressure, pulse rate, tem- 
perature and hourly urine output. These provide 
the indices for subsequent supportive therapy, as 
seen in Table 7. 

Maintenance of normotensive blood pressures 
and adequate urine output are the principal goals. 
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TABLE 2. 


Preoperative 24-Hour Urinary 
17 Ketosteroids and 17 Ketogenic Steroids 
Following ACTH Stimulation Test 


(mg./24 hrs.) (mg./24 hrs.) 
17 Ketosteroids 17 Ketogenic Steroids 


D 


41 


WS Ne 


aon 


Average 


C— Control 
D—“Drug’’ (after two injections of corticotrophin-zine 80 units each, 
I.M.) 


6 9 5 2 
2 1 2 1 
Case 
13 = 16 84 
8 23 19 124 : 
5 13 22 129 : 
10 29 30 192 
27 36 42 140 . 
9 21 44 202 - 
6 9 32 100 ae 
7 29 59 123 at 
9 46 39 113 
21 84 30 140 
8 36 34 228 PS 
16 31 115 309 : 
18 31 39 151 are 
24 83 26 221 a 
26 125 36 106 - 
5 45 11 184 
13 43 37 159 
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TABLE 38. 


Preoperative Biochemical Findings in Sixteen Patients with Cushing’s Syndrome 


Blood Serum Electrolytes 


Na K 
(milliequivalents /liter) 


1 145 4.1 
2 15 5.5 1.7 137 3.8 106 22 11 2.5 
3 11 6 1.0 143 3.3 101 30 10 3 
4 20 5.1 1.7 135 3 96 30 12 3 
5 21 3.5 1.5 137 3.9 110 27 10.2 2.8 
6 18 3.7 2.0 134 4.3 107 24 12 3.5 
7 18 4 1.8 140 3.5 101 25 11.5 3.5 
8 14 4.8 1.5 138 3.8 96 28 11 3 
9 14 6 1.6 133 4.4 103 23 10 3 
10 11 5 1.2 140 4.3 97 27 10 3 
11 11 8 0.2 142 3.4 96 33 11 4 
12 11 5 1.9 141 4.5 108 25 11 3 
13 10 4 3.3 132 4.5 96 27 10 4 
14 11 7 6.7 135 4.2 102 27 10 3 
15 11 6.6 1.2 136 3.5 99 30 10 3 
16 6 141 3.3 2 


138 3.8 


Di 


PROGRESSIVE COURSE 


Blood pressure is maintained fairly well by the 
administration of hydrocortisone and moderate 
amounts of salt without the use of vasopressor 


agents. Although the course of Cushing’s syndrome is 

This immediate postoperative management is somewhat variable, it is definitely progressive, 
summarized in Table 8. The results of this regi- with a 40 per cent mortality rate at five years. 
men have been very satisfactory. The mortality Diabetes and hypertension are the two major 
in the first 16 patients has been zero, and morbid- complications. Because both of these complica- 
ity, particularly ileus, has been at a minimum. tions can initiate irreparable and progressive 
Stress has been placed on the simplicity of the lesions, the prophylaxis of these complications 
procedure with rapid resumption of oral feedings and their resulting lesions (the ultimate lesions 
and medications. of hyperadrenocorticism) is of great importance. 
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TABLE 4. 


Gross and Cytologic Reports of Excised 
Adrenal Glands of Sixteen Patients 
with Cushing’s Syndrome 


Gross Weights (Gm.) Histologic Diagnosis 


Patient Left Right Left Right 
1 7 11 normal normal 
2 7.2 8.2 atrophic atrophic 
3 12 15 normal normal 
4 10.5 16.5 atrophic adenoma 
5 15 15 hyperplasia hyperplasia 
6 9 12 normal normal 
7 12 14 normal normal 
8 6 8 normal normal 
9 7 8 atrophic atrophic 
10 8 8 normal normal 
11 12.5 10.5 normal normal 
12 16 10 normal normal 
13 12 13 normal normal 
14 9.5 13 normal normal 
15 9 13 normal normal 
16 12 13 hyperplasia hyperplasia 


RALPH V. FORD, M.D. received his medical degree from Baylor University 
College of Medicine, and took his internship at St. Louis City Hospital. He 
completed his residency in internal medicine at the VA Hospital, Houston, 
Tex., in 1951. Dr. Ford was certified by the American Board of Internal 
Medicine in 1956. He is now assistant clinical professor of medicine and 
pharmacology at his alma mater and also serves as part-time staff physician 
on the medical service of Houston’s VA Hospital. Dr. Ford collaborated 
with Drs. R. C. Overton, Jr., C. Heider and C. A. Handley, PH.D. in writing 
the accompanying article. 


TABLE 5. 


Changes in Body Weight 
and Blood Pressure, Three Months 
Following Total Adrenalectomy 


Body Weight (lb.) Blood Pressure (em.Hg) 
Patient Preop. Postop. Preop. _Postop. 
1 157 133 15/11 10/6 
2 167 136 12/9 11/8 
3 158 121 15/10 11/7 
4 178 135 19/11 12/8 
5 226 200 15/10 12/8 
6 300 269 18/12 15/10 
7 301 253 _ 20/12 15/10 
8 190 150 18/12 12/8 
9 110 104 11/8 11/8 
10 241 190 17/11 13/8 
11 180 174 20/12 15/10 
12 180 130 16/10 11/8 
13 203 178 16/11 12/8 
14 220 167 25/14 11/6 
15 220 181 15/7 11/8 
16 230 210 20/13 12/8 
Average 204 171 17/11 12/8 


With increasingly specific and accurate methods 
of laboratory confirmation of early clinical 
diagnoses and the ease of postoperative manage- 
ment, such prophylaxis has become feasible 
and mandatory! There is a possibility that pa- 
tients who are hyperreactors to corticotrophin 
stimulation and elaborate high normal or border- 
line control urinary steroids are still in a physio- 
logically reversible phase, in contrast to the 
patient with a total or complete Cushing’s syn- 
drome. Most of the patients reported herein were 
in this category. 
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CONN’S SYNDROME 


The glucocorticoids also have a salt-retaining 
effect, as does aldosterone. Excess of aldosterone, 
Conn’s syndrome, results in a clinical picture 
similar to a “potassium-losing nephritis,” and is 
often clinically associated with hypertension. 
This has experimental support. The possible role 
of sodium and its retention in the etiology of 
hypertensive cardiovascular disease has pre- 
viously been mentioned, and its role as the cen- 
tral agent in vascular tone has been postulated. 
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In addition, pressor responses to cortisone have 
been noted, as well as. potentiation of the 
vascular response to the sympathetic amines. 


HYPERTENSION 


Hypertension as a part of Cushing’s syndrome 
is well established. The role of the adrenals in 
production of experimental hypertension has 
been demonstrated by many, although this often 
requires a priming procedure. Neither the ex- 
perimental nor the clinical mechanism of adrenal 
hypertension is thoroughly understood, but the 
possible role of the adrenal gland in hypertension 
is evident in the many attempts of therapy 
through total or subtotal adrenalectomy, with or 
without combined sympathectomy. The pro- 
gressively damaging nature of hypertensive 
cardiovascular disease has already been noted. 
The adrenal cortex has also been implicated as 
having a role in renal hypertension. As early as 
1942, Ellis, Evans and Wilson had noted the 
nature of some of the more specific renal lesions 
due to hypertensive cardiovascular disease. The 


TABLE 6. 


Common Postoperative (Three Months) Clinical Findings 
in Sixteen Patients with Cushing’s Syndrome 


course of cardiovascular disease in Cushing’s 
disease is also one of progressive, irreparable 
damage. 

Only two of our patients could be classified 
as normotensive (Table 1). Six of the 16 had 
marked hypertension with mild hyperadreno- 
corticism. The hypertensive state was persistent 
or progressive, even with maximal antihyper- 
tensive therapy. One was completely bedridden 
with congestive heart failure. In all of the 16 
patients, the blood pressure response to ad- 
renalectomy (Table 5) was satisfactory, and all 
but three patients became normotensive. 


ANDROGENITAL SYNDROME 


Excess production of the third major group of 
adrenal cortical steroids, the androgens, also has 
marked effects. This may be expressed as the 
adrenogenital syndrome; in Cushing’s syndrome 
it may be manifested in female patients as a 
virilizing tendency, not reversed by the ad- 
ministration of cortisone. These steroids are also 
anabolic. This, in connection with the gluco- 


Number of patients with findings of: 


Hyper- 


Degree tension Obesity 


Edema porosis ness 


Osteo- 
Virilism 


Severe 0 
Intermediate 1 2 
None 14 
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neogenic action and catabolic action of the 
glucocorticoids, is possibly the basis for the 
central obesity, osteoporosis, weakness and low- 
ered blood urea nitrogen—uric acid ratio (or the 
borderline elevation of serum uric acid) seen in 
this group of patients (Table 3). 

As seen in Table 4, there is a noticeable dis- 
crepancy between the clinical (and laboratory) 
diagnosis, the gross structure of the adrenal 
glands, and the histologic appearance. Such dis- 
crepancies have been noted by others. Perhaps 
this discrepancy is due to early physiologic de- 
rangements in these patients in contrast to later 
pathologic changes seen in full-blown Cushing’s 
syndrome. 


THERAPY 


In the absence of adequate medical treatment, 
therapy of hyperadrenocorticism must be sur- 
gical. There have been two fundamental ap- 
proaches. The first is complete removal of the 
adrenal glands, with lifelong substitution. The 
second is subtotal resection, leaving part of one, 


CES TO IMMEDIATE POSTOPERATIVE PROBLEMS 
OWING TOTAL ADRENALECTOMY 


Primary Primary 
Hydrocortisone Na Cl 
Deficiency _ Deficiency Hypovolemia 


MEAN GLUCOSE TOLERANCE CURVE 
OF PATIENTS WITK CUSHING’S SYNDROME 
AS COMPARED TO NORMAL 


0 1 2 3 4 5 
Hours after 100 Gm. glucose orally 


or both glands, although substitution therapy 
may still be necessary. We believe that total 
resection is preferable because it allows a cer- 
tainty of the physiologic status and needs of the 
patient and removes any possibility of reactiva- 
tion of the disease. 

Patient response to maintenance therapy has 
been good. There is generally noticeable objective 
and subjective relief at the end of six weeks post- 
operatively. The relief of hypertension and con- 
gestive heart failure, return of menstrual activity 
and recovery of subjective and objective psy- 


TABLE 8. 


Postoperative Management of Total Adrenalectomy 


Hydrocortisone NaCl 


1 150 LV. 9 LV. 
2 100 LV. 9 LV. 


Decrease 
No change 

Decrease 
No change 


bd pressure Marked decrease 
rate Increase 
Decrease 


No change 


Decrease 
Marked increase 
Decrease 


3 120 P.O. 9 P.O. 
4 60 P.O. 9 P.O. 


200 
/ 
/ 
/ 
/ 
> 
| é 
LE 7, 
Water 
Day Mg. Route Gm. Route Liters Route 
Operative 200 LV. wy, 3 LV. 
| 3 LV. 
Regular Diet = 
perature Increase PY 5-10 40 P.O. 9 P.O. 3 P.O. 
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chiatric status have been notable. The pa- 
tients have been followed from six to 30 
months, with an average of 12 months. 
The efficiency of the operative procedure 
is measured by the relief of the symptoms 
of Cushing’s syndrome (Tables 5 and 6), 
particularly hypertension and ‘‘Cushing”’ 
obesity, and a postoperative corticotrophin 
stimulation test. At the present time, six 
of the 16 patients have some Addisonian 
pigmentation. Three of the patients have 
had at the three months postoperative 
point, Addisonian weakness. One patient 
had an Addisonian crisis which was recog- 
nized early and relieved by oral admini- 
stration of hydrocortisone. Adequate main- 
tenance therapy is based on careful pre- 
operative evaluation of the patient as to 
the ability to carry out the program, re- 
peated clinical observations, education and 
warning of the patients as to the early 
symptoms of adrenal insufficiency and a 
manifold increase of replacement therapy 
with stressful situations. 


A coupon for ordering an extensive bibliography 
accompanying this article may be found adjacent to 
or near the Index to Advertisers. 


How to Avoid Pain in 
Removing Adhesive Tape 


LUCILE HOERR CHARLES, Pu.D. 


East Carolina College 
Greenville, North Carolina 


Removing adhesive tape can be quite painful 
to the patient, particularly if the adhesive 
has been applied over a hairy area. 

The author shows in text and diagrams how 
to remove adhesive tape easily and painlessly. 
The patient will be most grateful to the doctor 
who uses this technique. 


WHEN answering the question “‘What is the best 
way to remove adhesive tape’? physicians or 
nurses are likely to say unhesitatingly, “‘Just rip 
it off’! Yet ripping it off, though speedy, can be 
extremely painful, as many a patient knows who 
has had an adhesive tape dressing or bandage. 
Hair and sometimes skin may be forcibly re- 
moved along with the tape (Figure 1, wrong). 
However, there is a simple method of avoiding 
discomfort. This method consists not in speedily 
pulling the tape away from the patient, but 
rather slowly removing the patient from the tape. 


Technique 


With the thumb and the index finger of one 
hand, gently lift a corner of the adhesive tape 
(Figure 2A). With the fingers of the other hand, 
gently and slowly press the skin that is just be- 
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FIGURE 1. Wrong and painful method of removing ad- 
hesive tape dressing or bandage. 


neath the tape, away from the tape and toward 
the center of the dressing or bandage; the tape 
will then be easily released (Figure 2B). Continue 
gently to press away the skin until the tape is 
entirely off. 

The process is a controlled, peeling-off-and- 
away, from a small area at a time, of the body 
tissue from the tape rather than a pulling, lifting 
movement of the tape away from the skin. The 
patient will experience less pain; less hair will be 
pulled off; and there will be minimal injury to the 
surface of the skin and to adjacent tissues. 
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FIGURE 2. Correct and painless method of removing ad- 
hesive tape dressing or bandage. a. Gently lift corner of tape 
and press the skin away from the tape. b. Continue to press 
skin and to lift tape gently. 
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Alcohol in Clinical Medicine 


MATTHEW FERGUSON, M.D. 
AND SISTER MICHAEL MARIE, m.p. 


Department of Medicine 
St. Vincent’s Hospital 
New York, New York 


Alcohol has long occupied a controversial 
position in medical literature. 

Physicians’ prejudices have more often controlled 
its prescription in disease states 

than has scientific knowledge. 

The benefits of alcohol are largely those due 
to its sedative effects. 

It is relatively contraindicated in patients 
with lower genitourinary tract infection 

or obstruction. It is absolutely 
contraindicated only in alcoholism. 


THE INDICATIONS and contraindications for use of 
alcohol in clinical medicine have concerned the 
medical profession since 2100 B.C., perhaps be- 
fore. This article reviews and critically evaluates 
the available literature relating to the pathologic 
and therapeutic effects of ethyl alcohol on specific 
disease states. The information has been drawn 
from clinical and physiologic experiments of work- 
ers in the various medical specialties. 

The article does not concern itself with specific 
liquors, percentage of alcohol or congeners, nor 
does it attempt to draw conclusions from the 
numerous experiments in which massive doses of 
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A great deal of discussion concerning the effects of alcohol is: 
(1) prejudiced, one way or the other, (2) presented without 
adequate laboratory or clinical studies, (3) based on animal 
studies which may not hold true in human beings, and (4) 
not in any way related to “moderate usage.” 


alcohol were used to produce symptomatology 
and pathology in experimental subjects. It is con- 
cerned with the effect of that amount of alcohol 
consumed by the sensible social drinker or that 
amount usually prescribed by a physician. Ar- 
bitrarily, 2 to 4 oz. of 100 proof liquor has been 
selected as a reasonable daily amount. 


Cardiovascular System 


Alcohol in the dosages mentioned has little sig- 
nificant physiologic action on the cardiovascular 
system. The most consistent effect is a slight rise 
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in cardiac output which is secondary to peripheral 
cutaneous vasodilation. This vasodilatory effect is 
central in origin and is transitory. 


ANGINA PECTORIS 


Alcohol at one time or another has been univer- 
sally accepted as a coronary vasodilator. This has 
been perpetuated by medical texts and the 
popular press. Russek, however, proved that its 
salutary effect is more apparent than real. Re- 
alizing that pain is extremely difficult to interpret 
qualitatively or quantitatively, he used the EKG 
as a measurement of the usefulness of alcohol in 
angina. With patients who consistently had an- 
gina with EKG evidence of myocardial ischemia, 
he compared alcohol, glycerol trinitrate, papa- 
verine and saline. During the Master Two-Step 
test, the patients using the alcohol had sympto- 
matic improvement but the abnormal electro- 
cardiographic pattern did not change. The various 
vasodilating drugs did, however, reduce the 
ischemic pattern. 

It was therefore concluded that whisky is not a 
coronary vasodilator and that its action in reliev- 
ing anginal symptoms must be due to some other 
action, i.e., it is a rapidly acting sedative which 
may increase threshold for pain while promoting 
a feeling of well-being. Its use may be indeed 
harmful, insofar as it may mask the symptoms of 
cardiac ischemia and deprive the patient of an 
unmistakable warning. 


PERIPHERAL VASCULAR DISEASE 


Here, too, tradition sanctions the use of alcohol 
to alleviate the discomfort of a deficient peripheral 
circulation. However, the evidence indicates that 
the effects are similar to those produced in 
coronary artery insufficiency, i.e., relief of pain 
without a measurable effect on the diseased ar- 
terial system. Most investigators agree that ethyl 
alcohol causes vasodilation in the cutaneous cir- 
culation but none in the deep tissue circulation. 
Cook and Brown have shown that this mechanism 
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will relieve pain but has no effect on the healing 
of ulcers produced by poor peripheral circulation. 
Others have shown that alcohol increases blood 
flow in the hand but not in the forearm or lower 
extremities. It has been suggested that the diver- 
sion of blood to the skin may, in fact, decrease 
blood flow through the muscles. 


ARTERIOSCLEROSIS 


Timothy Leary, in 1931, on the basis of com- 
parative autopsy studies in alcoholics and non- 
alcoholics, stated that arteriosclerosis was less 
prominent in alcoholics. This has not been dis- 
proved except in animals. No one has yet sug- 
gested alcohol as a prophylaxis against arterio- 
sclerosis. 


HYPERTENSION 


There have been no specific statistical studies 
dealing with the effect of alcohol on hypertension. 
However, if one were to reason a posteriori from 
what has been already noted, it might be said that 
alcohol has no injurious effects and may be 
beneficial insofar as it is a sedative. This is also 
concluded by Schroeder who states that in hy- 
pertension ‘“‘aleohol employed intelligently is not 
only useful but enjoyable.” 


POSTCOMMISSUROTOMY HYPONATREMIC SYNDROME 


Recently a new and interesting application of 
alcohol’s diuretic potential has been suggested. 
Occasionally in the postoperative commis- 
surotomy patient a syndrome characterized by 
oliguria, water retention, hyponatremia and hypo- 
chloremia occurs. D’Angelo and colleagues have 
shown alcohol to be a useful diuretic in this situa- 
tion. A more careful study of the pathophysiology 
of this syndrome and its treatment are in order. 


Genitourinary Diseases 
Physiologically, alcohol has little specific effect 
upon the genitourinary system. It is known that 
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it is excreted by both the kidney and the prostate 
and that the amount of alcohol in the urine is 
proportional to that in the blood stream. Since 
most alcohol is oxidized in the body, less than 3 
per cent is excreted by the kidneys. 

Much investigative work has been done in the 
past decade to elucidate the diuretic action of 
alcohol. This mechanism has been clarified by 
the work of Eggleton, Van Dyke, Rubini and 
their coworkers. 

In a series of ingenious experiments, these re- 
searchers have conclusively shown that alcohol 
acts directly on the posterior pituitary in such a 
way as to suppress the production of antidiuretic 
hormone. Clinical application of this action has 
been mentioned in the postcommissurotomy 
hyponatremic syndrome. 


PARENCHYMAL RENAL DISEASE 


Richard Bright in 1827, incriminated alcohol 
in the causation of nephritis; and others, par- 
ticularly pathologists, have propagated this idea 
until recent years. 

Hultgen, in 1910, and Bruger in 1940, could 
demonstrate no specific renal lesions in the post- 
mortem examinations of alcoholics. Continued 
studies have shown that varying amounts of 
alcohol have no deleterious action on renal func- 
tion in normal subjects or in patients with 
acute or chronic nephritis. With this in mind, 
Mosenthal has said, ‘‘Alcohol may be given 
without hesitation to patients suffering from 
kidney disease and at times is urgently indicated.”’ 


The Author 


City. 
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GENITOURINARY INFECTIONS 


Almost all urologists agree that alcoholic intake 
should be restricted or curtailed during genito- 
urinary infections. This is especially true of 
prostatitis and urethritis where it isa universal ob- 
servation that exacerbations of these conditions 
frequently follow alcohol consumption. In fact, 
Pelouze has recommended the alcohol test as a 
criterion for the cure of these conditions. Many 
explanations have been advanced for this phe- 
nomenon, without convincing evidence to support 
any of them. Despite the inability to document 
the incidence or explanation of this well-known 
relationship, it would seem prudent to caution 
patients with these infections about the possible 
results of drinking. 


BENIGN PROSTATIC HYPERTROPHY 


Patients with symptomatic benign prostatic 
hypertrophy are apt to experience discomforts 
after alcoholic indulgence, namely, frequency and 
acute urinary retention. Since spirituous beverages 
are often in the form of mixed drinks, large 
amounts of fluids may be taken over a short 
period. This in turn causes an increased urinary 
output which is magnified by the diuretic effects 
of alcohol. The increased urinary flow may cause 
urgency and frequency. To some, these symptoms 
may be a small price to pay for the conviviality 
and relaxation afforded by a few drinks. But as 
Drew points out, a warm social feeling sometimes 
causes a patient to ignore the initial urge to void. 


MATTHEW J. FERGUSON, M.D. graduated from New York Medical 
College and completed his medical internship and residency at St. Vincent’s 
Hospital in New York City. Dr. Ferguson served in the U. S. Navy in the 
medical department of the U. S. Naval Hospital in Bainbridge, Md. Sister 
Michael Marie O’Brien, M.D. collaborated with Dr. Ferguson in writing 
the accompanying article. Sister Michael Marie is a graduate of the Woman’s 
Medical College of Pennsylvania, Philadelphia, Pa. She also received her 
internship and residency training at St. Vincent’s Hospital, New York 
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If this happens, the bladder distends and the 
urethral vesical angle becomes acute, thus ending 
in a full-blown painful urinary retention. If the 
patient suffering from prostatism wishes to drink 
socially, then he must be apprised of the above 
sequence of events. 


Gastroenterology 


There are as many taboos in the management 
of gastrointestinal diseases as in any other 
specialty. It sometimes seems that there are as 
many dietetic regimens as there are gastro- 
enterologists. Surely it must be perplexing to a 
patient to be forbidden spirituous liquors when a 
friend who has the same condition is allowed to 
take as much as he wants as long as it “‘is tall 
and warm”’ or “‘on a full stomach.” 

As would be expected, alcohol restriction has 
been recommended in almost every gastroin- 
testinal disease. Again, however, scientific evi- 
dence to validate this interdiction is tenuous. 
The literature is profuse, but the experimental 
work is primarily in animals and it is not valid to 
extrapolate the conc'usions to man. 


HEPATITIS 


It is common practice to prohibit liquor for 
periods of months to years in patients recovering 
from viral hepatitis. Despite this, there has been 
no controlled study to indicate that alcohol per se 
has any toxic effects on the normal or posthepatitic 
liver. The only clinical study available on this 
subject was made by the Armed Forces European 
Hepatitis Center. Its conclusion was that patients 
drinking relatively large amounts of alcohol in 
the period of convalescence, six to 12 months 
after acute hepatitis, showed no more evidence of 
posthepatitic liver damage than those who con- 
sumed smaller amounts of alcohol or none at all. 
The available literature offers no controlled data 
to contradict this. It is interesting to note that the 
recent international symposium on viral hepatitis 
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One prominent researcher believes that alcohol may benefit 
patients suffering from the common cold. He reasons that 
the alcohol re-establishes circulation in chilled cutaneous and 
mucosal surfaces, that it makes the patient comfortable and 
drowsy and that therefore rest in bed will diminish the severity 
of the patient’s symptoms, limit the _ of infection and ~ 
‘reduce complications. 


does not even allude to the question of alcohol 
following hepatitis. The well-known animal 
studies which indicated alcohol itself is hepatoxic 
have been adequately refuted by less well known 
but more complete laboratory studies. 


CIRRHOSIS 


Alcohol may be of benefit in the management 
of cirrhosis; so concluded Summerskill in a re- 
markable investigation at the Thorndike Labor- 
atories. He selected seven cirrhotics (all proved 
by liver biopsies) with signs of decompensation, 
i.e., jaundice, ascites or both. He followed them 
through a control period and then through a 
period where 90 to 120 ml. of 95 per cent ethyl! 
alcohol daily was given in addition to their diet. 
Repeated biopsies and liver chemistries were done 
throughout. 

The following results were obtained during the 
alcohol period: 

1. Appetites became better and patients were 
more alert and cooperative. 

2. Liver size remained the same or decreased. 

8. Liver chemistries showed improvement. 

4. Histologically the gross pattern remained 
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unchanged, or there was a decrease in the fat 
content and polymorphonuclear infiltration. 

While these results are encouraging, it is un- 
likely that many physicians would prescribe al- 
cohol for the ordinary patient with alcoholic 
cirrhosis. However, this study would indicate that 
patients who have cirrhosis of another etiology 
need not be forbidden the moderate use of alco- 
holic beverages. 


PEPTIC ULCER 


- There has been considerable work on the effects 
of alcohol on the gastric mucosa, gastric secretion, 
pancreatic secretion, etc. However, no author has 
definitely stated that alcohol is contraindicated in 
peptic ulcer. Nevertheless, the impression is left 
that concentrated alcoholic beverages on an 
empty stomach would produce a milieu not con- 
ducive to healing. 


COLITIS 


Since the action of alcohol on the intestinal 
mucosa is central, it is noticed that hyperemia 
will occur also in the large bowel. No evidence 
that this situation would be detrimental has been 
put forth, and there is no indication to ban al- 
cohol in colitis unless the patient had a definite 
increase in symptomatology following its use. 


Acute Respiratory Infections 


Fabricant has noted a fall in the topical tem- 
perature of the nasal mucosa secondary to vaso- 
constriction during the prodromal stages of the 
common cold. He believes that the primary pur- 
pose of therapy is to restore the nasal mucosa to 
its moist physiologic state and mucociliary ac- 
tivity. By the use of 1 oz. of whisky he was able 
to increase the nasal temperature 2° to 9° F. 

Fabricant also mentions that alcohol may be 
beneficial by virtue of the following sequence: 

1. It re-establishes circulation in chilled cutane- 
ous and mucosal surfaces. 
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2. It provides comfort. 

3. It induces drowsiness and prompts the desire 
to rest. 

4. This rest in bed diminishes the severity of 
symptoms, limits the spread of infection and re- 
duces the frequency of complications. It is 
probable that the latter reasoning would hold true 
for any simple infection. 


Diabetes 

It is interesting to note that none of our present 
authorities have definitely prohibited alcohol in 
diabetes. Joslin, whose views on alcohol may be 
extreme, occasionally allows certain patients to 
have it, provided they take no more than 2 oz. of 
whisky daily and that they consider its caloric 
content. He recognizes that alcohol is not con- 
verted into sugar or acetone in the body, but does 
produce a return of glycosuria and other symp- 
toms when added to the diabetic diet in quan- 
tities exceeding caloric tolerance. Some internists 
advise caution with champagne and cocktails 
which are high calorically. 

All physicians who tolerate social drinking 
among their diabetic patients should be careful 
to warn them about the difficulty of differenti- 
ating insulin shock from alcoholic symptoms and 
should also advise them to carry credentials which 
would make their condition known if they 
should collapse unexpectedly with alcohol on their 
breath. 


Malignant Diseases 

In 1952, Verbeeten called attention to the oc- 
curence of pain induced by alcoholic intake in 
patients with Hodgkin’s disease. This pain comes 
on suddenly after liquor is consumed; it is con- 
fined to the area of disease, i.e., bone or nodes, 
and lasts from 15 to 60 minutes. Since that time 
many similar cases have been reported. However, 
Rottino, who has followed more than 400 cases of 
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Hodgkin’s disease, records only four patients 
who had this phenomenon. 

Recently, reports of alcohol-induced pain have 
been described in such varied tumors as cancer 
of the pancreas, cancer of the thymus and cancer 
of the breast. These latter reports would indi- 
cate its limited diagnostic applicability in Hodg- 
kin’s disease. 


Gout 


Talbot states that there is meager evidence that 
alcoholic beverages consumed in moderation ag- 
gravate this metabolic disturbance. He states 
that most patients with gout are able to remain 
in a symptom-free state while enjoying a tem- 
perate intake of alcohol, if other prophylactic 
measures are respected. He could recall only 
three patients who had untoward effects after 
drinking and this reaction followed only one 
specific type of liquor. Other types of alcohol 
could be taken with impunity. 


Idiosyncrasies to Alcohol 


There are disease states in which there is some 
clinical or laboratory evidence to suggest that 
alcohol may be deleterious. Some of these con- 
ditions are porphyria, epilepsy, pancreatitis, ec- 
zema and psoriasis. It may also be harmful to 
patients taking certain medications such as 
isoniazid and oral antidiabetic drugs. Although it 
is generally accepted that postalcoholic untoward 
reactions sometimes occur in these states, they are 
the exception. Therefore, such experiences should 
not prejudice the physician in the future manage- 
ment of all patients with the same disease. These 
reactions should be considered as individual idio- 
syncrasies. Fortunately, most patients who have 
such an idiosyncrasy to alcohol are aware of it. 
Nevertheless, alertness will occasionally detect a 
patient who is unaware of the relationship be- 
tween alcohol and his symptomatology. 
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One of the principal effects of alcohol is that it is a rapidly 
acting sedative. It may increase the threshold for pain while 
promoting a feeling of well-being. 


Di 

This inquiry covered considerably more litera- 
ture than has been mentioned. A great deal of it 
was dismissed for several reasons: (1) prejudice 
on either side of the question without good labor- 
atory or clinical studies; (2) animal experimenta- 
tion which may not be applicable to the human, 
and (3) experiments in which unusually large 
amounts of alcohol were used and which were 
therefore not relevant considering the term 
“moderate usage.” 

The available data indicates that there is no 
specific indication for the use of spirituous liquors. 
In those conditions where it is frequently recom- 
mended, i.e., angina and peripheral vascular 
disease, it might actually be harmful unless pre- 
scribed and used witharealization ofits physiologic 
effects. On the other hand, in conditions where it 
is frequently prohibited, i.e., hypertension and 
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cirrhosis, it has been noted that its use may be 
actually beneficial, again, provided it is used with 
full understanding of its action. 

There is only one contraindication to alcohol, 
and that is alcoholism. This is generally accepted, 
and many wise physicians have used any illness 
in this unfortunate group to prohibit the use of 
liquor. Since the alcoholic population is exceed- 
ingly large and voluble, it is no wonder that 
people are heard to say that their doctor has 
prohibited drinking because it will aggravate their 
arthritis, acne, gallbladder condition, etc., when 
the actual reason for the prohibition is a real or 
potential alcoholism. 

Many disease states have an occasional but 
recognized tendency to react unfavorably to al- 
cohol. This reaction might be properly called an 
idiosyncrasy. Since it occurs infrequently it seems 


unwarranted to prohibit alcohol to all patients 
with these particular conditions. 


Conclusions 


1. At present there seems to be considerable 
confusion as to the proper place of alcohol in 
clinical medicine. 

2. There are no specific indications for the use of 
alcohol. 

8.The only contraindication to sensible 
amounts of alcohol is alcoholism. 

4. Patients with certain disease processes may 
have idiosyncratic reactions to alcohol. 


A coupon for ordering an extensive bibliography accom- 
panying this article may be found adjacent to the Index to 
Advertisers. 


GHI or HIP? 


A RECENT SURVEY, made by the Health Information 
Foundation and the University of Chicago’s Opinion 
Research Center, indicates that patients prefer to choose 
their own doctor. 

Under the Group Health Insurance Plan, the patient 
may select any physician in New York. Under the 
Health Insurance Plan of Greater New York, the 
patient must pick an HIP physician. 

Despite the fact that HIP pays for a larger percentage 
of total physician and hospital services, four times as 
many patients are dissatisfied with the plan. Here are the 
facts and figures. 


GHI HIP 
Percentage of physician 
services paid for by the plan... 59 80 
Percentage of hospital services 
paid for by the plan.......... 78 88 
Percentage of participants 
(patients) dissatisfied with the 
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Nicotinic Acid and Cholesterol Metabolism 


RUDOLF ALTSCHUL, M.D. 


Laboratory of Gerontology 
University of Saskatchewan 
Saskatoon, Canada 


Nicotinic acid in large doses 

effectively lowers the serum cholesterol level. 
Adequate clinical trials have confirmed 

this observation. Side effects include vasomotor 
reactions and gastrointestinal disturbances. 
The latter may be related to acidity. 

The recommended dose for a hypocholesterolemic 
effect is 3 Gm. daily, orally. 

The mechanism of this effect may be 

an inhibition of synthesis of cholesterol because 
of an enhancement of oxidative processes. 


IT Is generally accepted that a high cholesterol 
level in the blood serum is related to the develop- 
ment of atherosclerosis in man. Therefore, en- 
deavors are made to decrease the serum choles- 
terol in order to slow down, arrest and possibly 
reverse atherosclerotic processes. Among the 
various means used in these attempts are dietary 
restriction of the intake of cholesterol or of 
saturated fats, treatment with beta sitosterol or 
unsaturated fats, hormonal treatment (thyroid, 
female sex hormone) and vitamins, especially 
ascorbic acid. Another vitamin tried was nico- 
tinic acid, which belongs to the B vitamin group. 
Its amide is a constituent of the respiratory co- 
enzymes DPN and TPN. 
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The former failure of nicotinic acid to lower 
serum cholesterol (Jakovleva-Korchagina) was 
likely due to the use of subliminal doses. It is the 
effect of large doses of nicotinic acid on serum 
cholesterol which is the subject of this report. 


Depression of Serum Cholesterol 


Pursuing the theory that an increase of oxida- 
tion activity in the body decreases serum choles- 
terol and thus may influence atherosclerosis, we 
gave large doses of nicotinic acid to rabbits with 
the purpose of increasing respiratory activities 
on a cellular level. The idea of using large quan- 
tities was suggested by the treatment of various 
mental disorders with nicotinic acid in doses 
which greatly exceeded the “vitamin doses” 
(Joliffe, Lehmann, Hoffer) used until then to 
treat pellagra. 

No serious ill effect of large doses having been 
reported, we tried such doses on rabbits for peri- 
ods of days and of three months and found that 
not only were serum cholesterol Jevels depressed 
immediately, but that prolonged treatment with 
nicotinic acid counteracted the administration of 
daily doses of cholesterol. Encouraged by these 
results, we gave large doses of nicotinic acid (1 
to 3 Gm. per day) to healthy and sick persons 
and observed an immediate and highly signifi- 
cant lowering of serum cholesterol as long as the 
medication lasted. 

The administration of large doses of nicotinic 
acid for lowering serum cholesterol was taken 
up by various investigators in several countries. 
Our results were fully confirmed in humans, dogs, 
rabbits and rats. In humans the treatment is now 
being carried on in many clinical centers and it 
seems worthwhile to summarize the findings pub- 
lished so far. 
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CLINICAL EXPERIENCES 


There is now no doubt that the treatment with 
large doses of nicotinic acid has a definite effect in 
lowering serum cholesterol to a major degree. 
Goldner and Vallan describe a case with idio- 
pathic (familial) hypercholesterolemia whose 
serum cholesterol decreased by 74.4 per cent 
after treatment with large doses of nicotinic 
acid. The average lowering was 22 per cent for 
hypercholesterolemic persons and 13 per cent for 
values up to 320 mg. per 100 ml. (Parsons and 
Flinn); 21 per cent according to O’Reilly and 
coworkers, and 35.3 per cent (ranging from 
—1.4 to —68.7 per cent) according to Nava and 
his colleagues. The effect has been termed ‘‘dra- 
matic’’ (Belle and Halpern); “spectacular” (De 
Soldati and associates); “impressive regularity 
of decrease,” and ‘‘excellent response” (Goldner 
and Vallan). 

Portman and Stare state: ‘Nicotinic acid ap- 
pears to be one of the most uniformly active 
hypocholesteremic agents; and Goldner and 
Vallan write: ‘“The efficacy of this medication 
seems to be greater than that of any other known 
means of lowering the serum cholesterol level.’ 
Finally, it should be mentioned that the Council 
on Drugs of the AMA “voted to expand New 
and Nonofficial Drugs to describe the use of 
nicotinic acid in hypercholesterolemia.”’ In addi- 
tion to the effect on serum cholesterol, large 
doses of nicotinic acid also lower phospholipids 
and triglycerides of the serum and change the 
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ratio of a and £ lipoproteins (Parsons and co- 
workers; De Soldati and coworkers; Gurian and 


Adlersberg). 


Side Effects and Hazards 


For some time, several investigators regarded 
the treatment with large doses of nicotinic acid 
as hazardous, either on theoretic grounds or in- 
fluenced by a publication of Handler and Dann 
who described “fatty livers’ in rats following 
the intake of large doses of nicotinic acid. The 
increase of fatty acid however was not very great, 
no microscopic examination was done, and no 
confirmation by other investigators came forth. 
Moreover, calculated on a human scale, the daily 
doses administered in their animals would corre- 
spond to approximately 150 Gm. in man. Achor 
and colleagues; Goldner and Vallan; and Hoffer 
and CalJbeck made liver function tests on patients 
who had been treated for prolonged periods with 
large doses of nicotinic acid and could not estab- 
lish any impairment. Parsons and Flinn subjected 
17 patients to liver biopsies and found no altera- 
tions on microscopic examination. Also no toxic 
effects have been observed on the hematopoietic, 
cardiovascular and renal systems (Parsons and 
Flinn). 

Goldner and Vallan, and Parsons and Flinn 
found no influence on diabetes, but Belle and 
Halpern reported worsening in one case. Gurian 
and Adlersberg described a decrease in carbohy- 
drate tolerance during treatment in non-diabetics 


RUDOLF ALTSCHUL, m.p. received his medical degree from Deutsche 
Universitat Medizinische Fakultat, Prague, in 1925. Dr. Altschul’s post- 
graduate studies included neuropsychiatry and neuropathology. He heads 
the Department of Anatomy and the Laboratory of Gerontology at the Uni- 
versity of Saskatchewan College of Medicine. Dr. Altschul has authored two 
books, Selected Studies on Arteriosclerosis and Endothelium. Eighty-seven of 
Dr. Altschul’s original contributions have been published in scientific jour- 
nals in the United States, Canada, Italy, England, France, Germany and 
Switzerland. 
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but found no effect on insulin requirements in 
adult-type diabetes. 

A comparison of the effect of placebos, sitos- 
terol (1 fluid oz. of a 20 per cent suspension, 
three times daily), safflower oil (1 fluid oz. three 
times daily) and nicotinic acid (6 Gm. daily) over 
periods of three months for each test, showed 
the average cholesterol levels for the different 
periods: placebos, 363 mg. per 100 ml.; safflower 
oil, 345 mg. per 100 ml.; sitosterol, 323 mg. per 
100 ml.; and nicotinic acid, 293 mg. per 100 ml. 
(Berge and coworkers). 


VASOMOTOR EFFECTS 


The side effects occur as two types. A vaso- 
motor reaction (flushing, pruritus) quite regularly 
follows the intake of small or large does of nico- 
tinic acid and subsides after approximately one- 
half hour. If the intake is maintained, the vaso- 
motor reaction vanishes, usually after four to 
seven days, but reappears after any pause in the 
treatment. In some cases the reaction becomes 
mitigated but disappears only later or not at 
all. Most of the patients, especially if prepared 
psychologically in advance, take the vasomotor 
reaction in their stride. Accordiaug to Parsons and 
Flinn, flushing and pruritus subside rapidly in 
the early stages of therapy and have not inter- 
fered with therapy. Similar statements are made 
by Achor and Berge who had only one case in 
their series of 50 patients in which the treatment 
had to be discontinued on account of vascular 
reactions. Galbraith and associates noticed that 
normal volunteers resented the vascular reaction 
strongly, whereas patients did not. We observed 
the same response. It seems that patients, re- 
garding the treatment hopefully, will accept some 
unpleasantness, whereas normal people who sub- 
mit to the test as a favor to the experimenter or 
for a small fee, are more apt to object. Contrari- 
wise, Belle and Halpern had to discontinue the 
treatment in 40 per cent of their 48 private 
patients on account of the vascular reaction. 
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According to Goldner and Vallan, 15 cases out 
of 53 refused continuation and De Soldati and 
coworkers had to discontinue one out of 19 treat- 
ments for intolerance to the vascular reaction. 


GASTROINTESTINAL DISTURBANCES 


Whereas the vascular reaction appears to be 
an almost physiologic vasomotor reflex, the gas- 
trointestinal disorders, although much less fre- 
quent, are to be taken more seriously. They are 
reported as anorexia, nausea and diarrhea. The 
various reports differ very much as to frequency 
and intensity of these symptoms. Thus, Gurian 
and Adlersberg did not discontinue treatment of 
any patient although some slight reaction (nausea 
and vomiting) occurred in two cases. Achor and 
Berge had to interrupt the treatment in three 
cases out of 50, whereas De Soldati and co- 
workers; O’Reilly and associates and Galbraith 
and associates report no untoward gastrointes- 
tinal disorders. 

On the other hand, Belle and Halpern have 
seen gastrointestinal disorders in about 40 per 
cent of their cases, and in two cases there was 
reactivation of a peptic ulcer. Nevertheless, 
Achor and colleagues found that “this method 
has been highly effective, very practical to carry 
out and is probably quite safe.” 

Parsons and Flinn conclude: ‘Nicotinic acid 
in large doses represents an effective and appar- 
ently safe method of reducing serum cholesterol 
levels in the majority of hypercholesteremic pa- 
tients.”” Goldner and Vallan state: ‘““The absence 
of serious side effects makes niacin even in high 
doses an acceptable clinical drug though the un- 
pleasant signs and symptoms of vasodilatation 
as flushing and feeling of heat may be a deterrent 
to many patients.” 

Obviously the elimination of side effects must 
be attempted. So far, pharmaceutical firms are 
working on slow-release preparations. In such 
form, the vascular reaction was mitigated; how- 
ever, there was no inhibition—but apparently 
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Nicotinic Acid 
and Cholesterol Metabolism 


even enhancement—of gastrointestinal disturb- 
ances (O’Reilly and coworkers). 

We have considered irritation of the ali- 
mentary tract as a sequel to high acidity and 
have found that in 1939 Unna had ascribed the 
toxicity of nicotinic acid to its acidity. We have 
therefore tested the effect of a buffered solution 
of nicotinic acid on serum cholesterol and have 
established that it is equally effective. For this 
reason we recommend the replacement of the 
acid—at least in cases with gastrointestinal irri- 
tation—by its sodium, or sodium and potassium, 
salts. A method for making such a preparation 
is given in the British Medical Journal, (vol. 2, 
pp. 713-714, 1958). Moreover, buffered nicotinic 
acid is being prepared by pharmaceutical houses. 


Dosage 

The recommended dose is 3 Gm. daily (approx- 
imately 1 Gm. per 50 lb. of body weight), pos- 
sibly divided into two or three administrations. 
In refractory cases, the dose may well be in- 
creased up to 6 Gm. Nava and associates have 
obtained a lowering of cholesterol levels of 35.3 
per cent although giving only 300 mg. of nicotinic 
acid per day. These astonishing results are not 
borne out by other investigators (Albanese and 
coworkers; Jakovleva-Korchagina). Taking the 
drug after meals will slow down the absorption 
and lessen unpleasant side effects. If the sub- 


stance is buffered it can be dissolved in water and 
slowly sipped, which method will also contribute 
to delayed absorption and thus mitigate or 
eliminate side effects. 


Mechanism of Action 


In our first publication we tentatively ex- 
plained the action as an enhancement of oxida- 
tive processes. This seems to be borne out by the 
investigations of Duncan and Best, and of Perry, 
who found that large doses of nicotinic acid oxi- 
dize acetate, thus preventing its synthesis into 
cholesterol. 

A very surprising finding of ours, fully con- 
firmed by others, was that nicotinic acid amide, 
which is effective in pellagra, has, even in large 
doses, no effect whatever on serum cholesterol. 
The explanation of this discrepancy may con- 
tribute later to the final understanding of the 
effect of nicotinic acid on serum cholesterol. 

A startling result is the influence of the nico- 
tinic acid therapy on angina pectoris. So far, five 
publications (Achor and coworkers; De Soldati 
and coworkers; Parsons and Flinn; Goldner and 
Vallan; Belle and Halpern) report that angina 
pectoris is improved by large doses of nicotinic 
acid. Most of the authors still hesitate to make 
any final statement or generalization, but De 
Soldati and colleagues speak of “clear improve- 
ment” of angina pectoris in their patients. 


A Method Tse patient is advised to raise his tongue and place the pill or capsule in the floor 

of the mouth just behind the lower teeth. In this position, the bitterest pill causes 

of Swallowing no taste unless held for a long period of time. Holding the tongue in the elevated 
position, a glass of water or any other drink is brought to the lips and the patient 

P ills drinks as he always drinks, completely ignoring the pill behind his teeth. In other 
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words, he makes believe the pill is not there. During the process of swallowing, the 
medication disappears without taste or sensation of its passage. 


—Myron S. DENHOLTZ, M.D. 
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Diagnosis and Treatment 


of the Painful Hip in Children 


C. ROGER SULLIVAN, M.D. 


Section of Orthopedic Surgery 
Mayo Clinic and Mayo Foundation 
Rochester, Minnesota 


Prompt recognition by the physician 

of limitation of motion or a lump or pain 
in the hip in a child is important because 
early diagnosis and treatment can often 
forestall serious crippling disease. 

Even the more common causes 

of painful hip in children 

make a lengthy list. 

Among the many causes for painful hip 
are congenital deformities, metabolic 

or endocrine disturbances, 

trauma, inflammatory diseases 

and neoplastic diseases 


MOsT INSTANCES of painful hip in adults are due 
to degenerative joint disease; but pain in a child’s 
hip frequently represents even more serious dis- 
ease and should not be ignored as “growing 
pains.” 

The more common causes of painful hip in 
children may be considered under the following 
classifications: (1) congenital deformities, (2) 
metabolic or endocrine disturbances, (3) trauma, 
(4) inflammatory diseases and (5) neoplastic 
disease. A brief discussion of the more common 
entities under each of these categories follows. 
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Congenital Defects 
CONGENITAL DYSPLASIA OF THE HIP 


The most common congenital abnormality of 
the hip seen in youngsters is congenital dys- 
plasia, a condition commonly recognized as asso- 
ciation of shallow acetabulum with certain de- 
formities of the upper end of the femur (Figures 
1a and 6b). Not long ago many physicians failed 
to recognize this anomaly until attempts at 
weight-bearing already had caused frank dislo- 
cation. With our present knowledge, the deformity 
should be recognized within the first few weeks 
of life (if not the ‘rst few days) and treatment 
should be begun at once. Although a passable 
result may be obtained if treatment is neglected 
until the child begins to walk, the result is not 
so certain as when treatment is begun earlier. 
Nine times out of ten, the condition occurs in 
girls; and frequently it is bilateral. 

Etiology and Clinical Signs. Dislocation of the 
hip is caused by weight-bearing before the ace- 
tabulum has developed adequately to match the 
femoral head. Why the acetabulum fails to 
develop, however, is not precisely known. 

In the first week of life, the physician respon- 
sible for the infant’s care should look for the 
following signs: (1) asymmetric skin creases on 
buttocks and thighs (Figure 2a), (2) shortening 
by telescoping (Figure 2a), (3) inability to ab- 
duct the thighs completely (Figure 2b) and (4) 
Ortoloni’s “‘sign of the jerk’ (an audible and 
palpable snap in the buttock when complete 
abduction is attempted). 

Although these signs are indicative of frank 
dislocation of the hip, it is important to recog- 
nize dysplasia of the hip before dislocation has 
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occurred. The only clinical evidence for dysplasia 
may be limited abduction. Therefore, when any 
infant’s thighs cannot be placed flat against the 
examining table in full frog-leg position, a roent- 
genogram of the pelvis should be made. 

Treatment. Treatment varies according to the 
age of the patient and the degree of dysplasia 
and luxation. 

For infants whose only signs are limited ab- 
duction and an acetabular index greater than 30 
degrees (Figure 1a), constant use of the Frejka 
splint (Figure 3a) until the acetabulum becomes 
normal (usually a period of nine to 12 months) 
will be the only treatment required. The infant 
with frank subluxation will require gentle closed 
reduction under anesthesia and the support of a 
frog-leg cast (Figure 3b). 

In children 3 to 10 years of age with neglected 


NORMAL / DYSPLASIA 


FIGURE 1. a. Roentgenographic characteristics of congenital 
dysplasia of the hip. b. Congenital dysplasia and dislocation 
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dislocations, open reduction (often preceded by 
skeletal traction, interposition of the joint cap- 
sule after the manner of Colonna, and osteotomy) 
to correct rotation may be necessary. Use of the 
shelf operation in this age group has decreased 
because of the tendency toward resorption of 
the graft. I have had no experience with Pem- 
berton’s osteotomy of the pelvis (he tilts the 
acetabulum over the femoral head) but the 
operation appears to be successful in his hands 
and a logical approach to the problem. Zahrad- 
nicek’s method (reported by Thomson in 1956), 
which involves open reduction and multiple 
osteotomy in the trochanteric region for cases 
resistant to reduction by skeletal traction, has 
attained wide acceptance in Europe. My col- 
leagues and I have used this method only in the 
case of a 9-year-old girl with cerebral palsy and 


of the left hip. Note sloping acetabular roof and outward and 
upward displacement of femoral head. 
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FIGURE 2. a. Congenital dislocation of the left hip. Note 
shortening of the left leg and asymmetric skin creases of 


spastic dislocations of both hips (Figures 4a and 
b). Proponents of the technique claim there is less 
pressure on the femoral head after reduction and 
therefore less risk of avascular necrosis. 

Patients more than 10 
years old (including 
adults) who seek treat- 
ment for dislocated hips 
require one of a number 
of surgical procedures, all 
of which are designed to 
provide substantial 
weight-bearing contact 
between the upper end of 
the femur and the pelvis. 
Among those having min- 
imal displacement, deep- 
ening of the acetabulum 
and arthroplasty, with or 
without a “‘bucket handle 
shelf,” is successful in 
many instances; but those 
having severe displace- 
Ment upwards against 
the outer wall of the ilium 
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left thigh. b. Congenital dysplasia of left hip in newborn 
infant. Note limited abduction of left thigh. 


must accept an angulating osteotomy for pelvic 
support. This latter treatment affords little mo- 
tion, but does provide stability and freedom from 
pain. Arthrodesis, although sometimes difficult to 


FIGURE 3. a. The Frejka splint. A piece of felt three-quarters of an inch thick holds the 
thighs in wide abduction. b. Child with congenital dysplasia of the left hip wearing 
hip spica with broomstick extension that permits weight-bearing while hip is held in 
abduction and internal rotation. 
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FIGURE 4. a. Hips of 9-year-old girl who had never walked 
because of cerebral palsy, “‘scissoring’”’ of the lower extremi- 
ties, and bilateral spastic dislocations of the hips. Bilateral 
obturator neurectomies and abductor tenotomies corrected the 


FIGURE 5. Fibrous dysplasia in upper two-thirds of right 
femur of 9-year-old boy. Note cystic changes in trochanteric 
area, absence of definite cortical walls about upper two-thirds 
of bone, and “‘frosted glass’’ appearance of bone. Cystic 
region later was curetted and packed with homogenous bone 
chips. 


apply in the markedly dislocated hip, may occa- 
sionally be the procedure of choice. 

After a review of the poor outcome in cases of 
neglected congenital dislocation of the hip, the 
precept “early recognition and treatment’’ needs 
little emphasis. 


CONGENITAL COXA VARA 


Much rarer than congenital dysplasia of the hip 
is congenital coxa vara, an anomaly more preva- 
lent in males and characterized by disordered 
endochondral ossification of the neck of the 
femur, resulting in downward displacement of 
the head on the neck. Typically the roentgeno- 
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abduction deformities. b. Situation in same case after bi- 

lateral Zahradnicek osteotomy. Hips now stable; ambulation 

beginning. 
Pins will be removed. 
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FIGURE 6. Legg-Calvé-Perthes’ disease of the left hip. Note 
widening of femoral neck, spotty demineralization of femoral 
head, and widening of joint space. Contour of acetabulum is 
irregular compared to normal one on right. 


gram reveals a vertical fissure that may be mis- 
taken for fracture across the femoral neck. Rest 
alone will not produce ossification; treatment 
requires osteotomy and blade-plate fixation. 


FIBROUS DYSPLASIA 


The exact etiology of fibrous dysplasia is un- 
known, although the essential lesion appears to 
be a congenital disorder of the bone-forming 
mesenchyma. Any or all of the long bones may be 
affected, giving rise to the monostotic and 
polyostotic forms. The femur, most often af- 
fected, may bend or break because of thinning 
and weakening of the tubular cortex. The center 
of the bone is filled with fibrous tissue. Pain is 
not a symptom per se of fibrous dysplasia, but is 
-a warning of imminent fracture. Occasionally the 
varus deformities of the upper end of the femur 
are severe enough to warrant the term “shep- 
herd’s crook femur.” 

Fracture and skeletal deformity about the hip 
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similar to that of fibrous dysplasia may be pro- 
duced by simple bone cyst, Von Recklinghausen’s 
disease and hyperparathyroidism. In all of these 
diseases except hyperparathyroidism, the serum 
concentrations of calcium and phosphorus are 
normal. Usually the diagnosis can be made from 
the roentgenogram, which shows an expanded 
femur with thin cortices and a uniform opacity of 
the shaft similar to that of frosted glass (Figure 5). 

Although the oral administration of aluminum 
acetate has been recommended for years, we 
have not known it to bring about ossification of 
regions of fibrous dysplasia. More efficient 
strengthening of bone, if necessary, can be ac- 
complished by removing fibrous tissue from the 
center of the bone and packing with ground-up 
bone grafts. 


Metabolic or Endocrine Disturbances 
LEGG-CALVE-PERTHES’ DISEASE 


Osteochondrosis of the capitular epiphysis, 
described first in 1910 by Legg, affects males in 
85 per cent of cases, has a predilection for ages 
4 to 11 years, and is bilateral in 10 per cent of 
patients. It is characterized by gradual deminer- 
alization and subsequent remineralization of the 
femoral head, in a cycle requiring 18 to 36 
months for completion. Avascular necrosis ac- 
counts for the localized changes in the femoral 
heads. Goff (1954) showed by careful growth 
studies that children exhibiting the typical 
changes in the femoral heads are also under- 
weight and of asthenic body build; and he there- 
fore maintained that Legg-Perthes’ disease is not 
an isolated affection of the hips, but a systemic 
syndrome. 

Other authors (Emerick and coworkers, 1954; 
Katz, 1955) have implicated hypoactivity of the 
thyroid gland as the basic derangement. Although 
stippled epiphyses have been observed frequently 
in patients with hypoactivity of the thyroid 
(Wilkins, 1950), inactivity of this gland cannot be 
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demonstrated regularly in patients with Legg- 
Perthes’ disease. 

Symptoms and Signs. A limp, pain, and oc- 
casionally muscular spasm relieved by rest, are 
the first symptoms of Legg-Perthes’ disease. The 
hip is often held in a flexed-adducted position (as 
opposed to the abducted position of tuberculosis). 
Limitation of motion and local tenderness also 
are seen. 

The earliest roentgenologic evidence of Legg- 
Perthes’ disease is a widening of the femoral 
neck, with uniform opacity of the femoral head. 
This is followed by the progressive appearance of 
irregular calcification and fragmentation, with 
gradual dissolution of the head toward the 
greater trochanter (Figure 6). If the hip is not 
protected from weight-bearing, the femoral head 
gradually is flattened. 

The changes of Legg-Perthes’ disease are not 
confined to the femoral head. Waldenstrom, in 
1938, pointed out acetabular changes and de- 
scribed a widening of the joint space between the 
medial pole of the head and floor of the socket. 
Whitman opened such a hip and found consider- 
able swelling of the ligamentum teres, which he 
declared accounted for the irregularity and hol- 
lowing out of the acetabular roof. 

Treatment. There is considerable controversy 
regarding the treatment of Legg-Perthes’ disease, 
some authors maintaining that protection from 
weight-bearing is not necessary, whereas others 


go to the extreme of recommending complete rest. 


in bed until the process is healed. The essential 
in treatment is protection from weight-bearing 
on a femoral head that has the consistency of a 
ping-pong ball stuffed with chalk. 

Protection from weight-bearing in unilateral 
disease is best accomplished by the use of crutch- 
es and an ankle sling. When bilateral involvement 
occurs, the best treatment for the hips obviously 
is complete rest in bed until remineralization has 
occurred. My colleagues and I believe, however, 
that complete rest in bed for two years is a cure 
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FIGURE 7. a. Anteroposterior view of pelvis of obese 12-year- 
old boy who complained of pain in right hip. Although slip- 
ping of capital femoral epiphysis was suspected, diagnosis 
was not apparent roentgenographically until lateral views 
were obtained. b. Lateral view of normal left hip. c. Lateral 
view of right hip. Note anterior displacement of femoral neck 
on epiphysis. Arrow points to bony prominence of neck that 
is removed during “bumpectomy” operation. d. Lateral 
view of the right hip three months after removal of “bump” 
and epiphyseodesis. A full range of motion had been obtained. 
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worse than the disease. We do think crutches 
should be used, if for no other reason than to 
prevent running, jumping and the extremes of 
weight-bearing. 

Goff (1955) has recommended the use of 
chlortetracycline (aureomycin), 50 mg. daily, not 
because the disease is caused by an infectious 
process, but because aureomycin is : growth 
stimulant. Aureomycin and oxytetracycline (ter- 
ramycin) have been incorporated in various pig 
foods as growth stimulants, and presumably 
what is good for pigs is good for children. At 
least administration of the drug in such low dos- 
age is harmless, and any agent that might speed 
the remineralization process should be welcome. 


SLIPPING OF THE UPPER FEMORAL EPIPHYSIS 


Slipping of the upper femoral epiphysis fre- 
quently isdue to an injury, but must beconsidered 
under endocrine disturbances because of its fre- 
quent appearance in obese boys of the Froehlich 
type, at ages 10 to 13 years (Figure 7a). One case 
in four is bilateral. Harris (1950) has shown in the 
rat that growth hormone decreases the shearing 
strength of the epiphyseal plate, whereas sex 
hormones increase the shearing strength. Also, 
other research by Ponseti (1957) has served to 
establish an endocrine or metabolic basis for 
slipped epiphysis. His work has shown that 
patients with this skeletal lesion are not deficient 
in calcium or minerals, as one might suppose, but 
that they do have an abnormal nitrogen balance 
and excrete abnormal amounts of various amino 
acids (taurine, serine and histidine) in the urine. 
The weakened shearing strength of the epiphyseal 
plate evidently is due to the poor bonding quali- 
ties of the intercellular ground substance at this 
site. 

Symptoms and Signs. Early recognition is im- 
portant, and any obese boy 10 to 13 years old 
who complains of pain in the hip should be care- 
fully examined clinically and radiographically for 


slipped epiphysis. In the absence of actual trau-’ 
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FIGURE 8. Femur of 11-year-old boy showing elevation of 
periosteum along medial side of shaft, having ‘“‘onion skin’’ 
appearance characteristic of Ewing’s tumor. Biopsy, how- 
ever, proved lesion to be traumatic subperiosteal ossification. 
No treatment was required. Recovery was complete. 


— 
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and Treatment 
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ma, the onset of pain in the hip and thigh may 
be gradual. However, as the slip becomes more 
pronounced, the pain and the limitation of inter- 
nal rotation, abduction and flexion become obvi- 


. ous. If the displacement is sudden, as following an 


injury, pain and muscle spasm may be quite se- 
vere and the limb lies in external rotation. At- 
tempts at flexion of the limb make the external 
rotation deformity more evident, and abduction 
is impossible. 

Very early slipping of the upper femoral epi- 
physis cannot be seen on an anteroposterior pro- 
jection of the hip. A lateral view must be taken 
(Figures 7a, b and c). 

Treatment. When displacement is minimal, im- 
mediate fixation with threaded Moore nails or 
epiphyseodesis after the method of Howorth, 
should be satisfactory. 

In severe displacement the same procedures 
may be used, provided that the slip has occurred 
within two to three weeks and that the displace- 
ment can be reduced by gentle manipulation or 
skeletal traction. If it cannot be accomplished 


thus, or if the displacement is of several weeks’ . 


standing, consideration must then be given to one 
of the following surgical procedures: (1) cuneiform 
osteotomy through the neck of the femur, a meas- 
ure that almost restores normal anatomy but car- 
ries considerable risk of avascular necrosis; (2) 
subtrochanteric osteotomy and blade-plate fixa- 
tion, which is safer than cuneiform osteotomy; 
and (8) “bumpectomy” and epiphyseodesis, a 
procedure advocated by Heyman and Herndon 
(1957). 

Three of our applications of this last-mentioned 
possibility have been followed up—for four 
months, one year and three years—with good re- 
sults found thus far (Figures 7c and d). This pro- 
cedure has the great advantage of minimizing 
risk of avascular necrosis, and it does not require 
metallic fixation. In our patients, restoration of 
an almost normal range of motion has been 


gratifying. 
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FIGURE 9. a. Severe coxa vara of the right hip (result of frac- 
ture at birth), shortening leg 214 in. at age of 11 years. 
Patient walked with marked limp, holding leg in external 
rotation. b. Film made six months after subtrochanteric 
osteotomy of right hip and epiphyseal arrest of left distal 
femoral epiphysis. Patient walks normally. Leg lengths 
will be equal when he attains full growth. 


Trauma 
TRAUMATIC SYNOVITIS OF THE HIP 


One of the commonest causes of pain in the hip ° 


in children ages 3 to 7 years has been called 
“transient traumatic synovitis,’”’ although no one 
knows whether the synovium is actually inflamed 
or not, and in most instances a precise history 
of trauma cannot be obtained. Nevertheless, 
active children in this age group frequently are 
seen with pain in the hip and a limp, and oc- 
casionally limitation of motion. In such instances, 
if there is no fever or leukocytosis, and if the 
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roentgenographic appearance and sedimentation 
rate are normal, one may make a tentative diag- 
nosis of traumatic synovitis. Then if the symp- 
toms completely subside after three or four days 
of rest in bed, one may specify “transient trau- 
matic synovitis’’—obviously diagnosis by exclu- 
sion. Perhaps a better term would be “sprained 
hip.” 


TRAUMATIC SUBPERIOSTEAL OSSIFICATION 
(MYOSITIS OSSIFICANS) 


Young active males who are exposed to injury 
through athletic endeavor are responsible for 
most cases of traumatic subperiosteal ossifica- 
tion. A single severe injury to a large muscle may 
cause hemorrhage into the muscle; and the lesion, 
becoming organized, occasionally changes into 
heterotopic bone. Another process with the same 
result is the ripping of tendon, ligament or mus- 
cle attachments from the bone, with consequent 
separation of the adjacent periosteum, subperi- 
osteal bleeding and new bone formation. Dif- 
ferentiating this process from a Ewing’s tumor 


FIGURE 10. a. Pyogenic arthritis of right hip in 11-year-old 
boy occurred three weeks after bout of otitis media. The roent- 
genogram gives no indication of infection. Open drainage was 
accomplished too late to preserve normal architecture of the 
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may occasionally require biopsy and histologic 
diagnosis (Figure 8). 

Specific treatment, other than rest or immo- 
bilization of the part, is not always necessary. 
Surgical intervention prior to final mature for- 
mation of bone often makes matters worse. 


FRACTURE 


Hip fractures in children are rare, but when 
they do occur they present as much of a problem 
as those in adults, with the same complications in 
the way of nonunion of the fracture and avascular 
necrosis of the femoral head. Fracture treatment 
is not within the province of this essay, but 
Figures 9a and 6 illustrate treatment of coxa vara 
that resulted from a femoral-neck fracture sus- 
tained during breech delivery. 


Inflammatory Diseases 
PYOGENIC ARTHRITIS 


Etiology, Symptoms and Signs. The hip joint 
frequently is infected by pus-forming organisms, 


hip. b. Film from same case three years later. Although dis- 
location was prevented by immobilization in abduction cast, 
degenerative changes in later life are likely because of de- 
formity of the femoral head. 


C. ROGER SULLIVAN, M.D., a 1942 graduate of Ohio Wesleyan Univer- 
re sity, received his medical degree from the University of Rochester in 1946. 


Dr. Sullivan was in the U.S. Navy from 1947 to 1949. After discharge from 
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FIGURE 11. Osteoid osteoma of right hip in region of lesser trochanter. Pain will not 


be relieved unless nidus is completely removed. 


either through direct trauma, or—usually in 
youngsters—through transport by the blood. 
The organisms most frequently responsible are 
Streptococcus pyogenes and Staphylococcus au- 
reus. Of sites for pyogenic arthritis, the hip is 
most common; the order of frequency among the 
rest is knee, ankle, shoulder, elbow and wrist. 
Infection of the hip may follow an infection of 
the throat or of the ear. Pain, limitation of mo- 
tion and muscle spasm, are the usual presenting 
signs. The diagnosis, unfortunately, is frequently 
delayed because of confusion with cellulitis of the 
thigh, abscess of the buttock, phlebitis or polio- 
myelitis. Fever, leukocytosis and an elevated 
sedimentation rate all accompany the condition. 
Since cartilage is dissolved by proteolytic enzymes 
and serum plasmin present in pus (Lack, 1959), 
12 hours may suffice to produce almost complete 
destruction of the joint. If the diagnosis is not 
made within this period, irreversible damage will 
have been done to the hip. The restriction of joint 
motion observed in the development of this dis- 
ease occurs initially as a result of muscle spasm, 
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voluntary and involun- 
tary, which is due to pain 
caused by the effusion in 
the joint and distention 
of the capsule. With 
time, the contracture be- 
comes severe; it may be 
responsible for pathologic 
subluxation or dislocation 
of the joint. Muscle 
atrophy.is characteristic, 
occurring early and pro- 
gressing rapidly. Roent- 
genograms made dur- 

ky ing the acute stage 
usually show nothing ab- 
normal (Figure 10a). In 
an occasional case, how- 
ever, if the film has good 
soft-tissue detail, dis- 
tention of the hip capsule may be seen. As the 
disease progresses, narrowing of the joint space 
appears; and this is followed by erosion of sub- 
chondral bone, with resultant irregularity of the 
bony surfaces. Areas of bone destruction then 
become visible, and diffuse osteoporosis of the 
bones in the affected region grows prominent. 
Gradually the femoral head fragments and de- 
teriorates (Figure 10b). 

Treatment. As soon as the diagnosis is sus- 
pected, aspiration should be made by means of a 
needle no smaller than no. 18. The material 
should be cultured; and if possible, sensitivity 
to antibiotics should be determined. Immediately, 
however—without waiting for sensitivity reports 
—administration of an antibiotic should be 
started in large dosage. If pus has been with- 
drawn from the hip, immediate open drainage 
should be carried out, as a rule, although the oc- 
casional case in which the synovial fluid is not 
frankly purulent, but simply cloudy, may be 
treated by instillation of antibiotic directly into 
the hip joint. In addition to proper antibiotic and 
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surgical treatment, the hip should be immobilized 
by either traction or a plaster cast, in order to 
prevent contracture and dislocation. Several 
weeks or months of immobilization usually are 
required before it is safe for the patient to walk 
and attempt active motion. If forcible manipula- 
tion is used before the process has subsided com- 
pletely, the infection may be reinduced. Late 
cases, in which complete joint destruction or dis- 
location has occurred, may be treated by cor- 
rective osteotomy, arthrodesis or occasionally 
arthroplasty. 


RHEUMATOID ARTHRITIS (STILL’S DISEASE) 


Juvenile rheumatoid arthritis is undoubtedly 
the same disease as rheumatoid arthritis in the 
adult, except that its severity is modified by the 
age of the patient. The onset of symptoms comes 
before the age of 12 years in 3.5 to 4 per cent 
of all patients with rheumatoid arthritis, and 
most cases of the juvenile form are seen before 
the age of 8 or 9 years. The disease appears to be 
more prevalent in girls. Dramatic remissions and 
recurrences are characteristic, but there is a good 
recovery in the majority of patients, although a 
few have serious interference in bone develop- 
ment and severe joint deformities. Activity of the 
disease usually ceases at puberty, although it 
may continue into adult life. 

The general eiements of treatment—rest, exer- 
cise for range of motion, prevention of contrac- 
tures, proper nutrition and judicious use of corti- 
costeroids—apply in the juvenile form as well as 
the adult. 


TUBERCULOSIS OF THE HIP 


Tuberculosis of the hip occurs most often in 
very young children, usually before the age of 10. 
Fortunately, it is rare nowadays; we have seen 
only two tuberculous hips in children in the past 
five years. 

In this disease, as in so many of the others, 
pain in the hip and a limp are early signs and a 
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flexion contracture may be noticed. Tuberculosis 
of the hip differs from other septic processes, 
however, in that an abduction deformity fre- 
quently is seen, along with external rotation of 
the extremity. As the disease progresses, the leg 
gradually shortens; and of course there may be 
associated systemic signs. 

As a rule, erosion is seen first in a roentgeno- 
gram of the inferior portion of the femoral neck, 
next to the epiphysis. Granulations form and 
spread to the joint; and gradually erosion of the 
femoral head, with dislocation and wandering 
acetabulum, become recognizable. 

If the diagnosis is made (by aspiration or open 
biopsy) early in the course of the disease and be- 
fore bony changes have occurred, treatment may 
be very effective in preserving the normal joint 
function. Immobilization of the hip and systemic 
administration of isoniazid, dihydrostreptomycin 
and para-aminosalicylic acid may forestall the 
need for synovectomy or arthrodesis. Several au- 
thors have recommended the administration of 
any two of the aforementioned drugs, saving the 
third for use in the event of drug resistance 
by the Mycobacterium tuberculosis. 


Neoplastic Disease 


Most primary bone tumors occur in the first 
three decades of life, and a sizable proportion 
occur in children less than 15 years old. Three 
neoplasms occur often enough in the femur or 
pelvis of such youthful patients to warrant care- 
ful search in any child who complains of pain in 
the hip or thigh. These are osteogenic sarcoma, 
Ewing’s tumor and osteoid osteoma. Osteoid 
osteoma is especially likely to arise in the region 
of the lesser trochanter (Figure 11), and causes 
severe pain relieved only by complete en bloc 
excision of the lesion. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 
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3 The Liver and Physical Examination 


EDDY D. PALMER, LT. COL., mc 


Second General Hospital (APO 180) 
New York, New York 


Careful physical examination of the liver 

is very important for accurate diagnosis. 

The author explains in detail the best method 
of making such an examination, and what 
information can be obtained. The size, 
configuration and consistency must be carefully 
_ described and the significant abnormalities 

Ee listed. Auscultation of the liver is also shown 

as by the author to serve a useful purpose. 


IT IS RATHER STRANGE that the precise physical 
characteristics of the normal liver, as they pre- 
sent themselves on physical examination, have 
never been publicized to any extent. In spite of 
the fact that the most detailed information is 
readily available on such matters as the intrica- 
cies of liver enzymology and electronmicroscopy, 
one can find very few authoritative opinions on a 
simple basic feature like how big the normal liver 
can be expected to be upon palpation. As far as 
size itself is concerned, the few textbooks which 
go into the matter encourage distrust of the pal- 
¥ pable adult liver, and, in fact, one reads that 
when the liver edge descends below the costal 
margin, liver disease must be assumed. Similarly, 
only sparse and sometimes faulty publicity is 
given to the other physical features of the liver— 
the configuration of its edge and anterior surface, 


The Liver 


its consistency, and friction noises produced by 
its excursions against the parietal peritoneum. 

This article discusses the physical character- 
istics of the liver and reviews some of the tech- 
niques of examination. 


Liver Size 


Because the position of the liver is entirely de- 
pendant on that of the diaphragm, reproducible 
measurement of the distance that the organ’s 
lower edge descends below the costal margin de- 
mands that the measurement be made at the 
point of maximum inspiration. For this it is im- 
portant that the supine genuflexed patient make 
his maximum inspiratory effort with his mouth 
open (Figure 1). 

Almost everyone finds that merely opening the 
mouth after a full breath through the nose per- 
mits the diaphragm to descend another centi- 
meter or so. Because, too, the lower liver border 
parallels the costal margin in only the roughest 
sort of way, it is important for later reference 
that actual measurement of descent be made in 
a precise anatomic line. Better than a purely 
topographic line, such as the nipple or mid- 
clavicular line, is the right linea semilunaris 
(along the lateral margin of the right rectus mus- 
cle). The linea semilunaris can almost always be 
identified, even in very flabby people, by having 
the supine patient raise his head while keeping 
his shoulders where they are (Figure 2). 


Volume XXI, Number 1 GP 


a 
YUL 
4 Rwy 
AS 
) ~ 
: 
tl 
0 
tl 
0! 
sh 
al 
Li 
WwW 
FIC 
| = 


LOCATION OF UPPER SURFACE 


The location of the upper surface of the liver is 
remarkably predictable, whether the organ is nor- 
mal, enlarged or shrunken. All enlargement is in 
the downward direction, all shrinkage, upward. 
The upper surface of the liver stays put, against 
the diaphragm. For practical clinical purposes 
only, pulmonary emphysema can falsely depress 
the liver as a whole. True ptosis of the organ, 
with permanent dissolution of phrenohepatic 
contact, is rare. Determination of the position of 
the liver’s upper border by percussion at the peak 
of inspiration is, of course, necessary and there 
should be no difficulty in recognizing immediately 
any general shift in the liver’s position. 


LOCATION OF LOWER EDGE 


The question also must be answered as to 
where the clinician can expect the lower edge of 


the normal liver to lie on routine physical exam- 
ination. To find out, the records of 1,000 person- 
ally-conducted, complete routine Army physical 
examinations, in which there was no complaint 
referable to the torso, and in which it was felt 
that liver disease could be excluded, were re- 
viewed. More than the usual amount of time had 
been spent in examining the liver of these sub- 
jects. During the course of such routine physical 
examinations, of course, many cases of asympto- 
matic chronic liver disease have been uncovered 
merely through detection of hepatomegaly and a 
hard rounded liver edge; and many of the 1,000 
subjects were included in the series only when, 
after discovery of an easily palpable liver, liver 
function tests and liver biopsy specimens were 
normal. 

It was found that the liver could not be pal- 
pated in the right linea semilunaris at the point of 
maximum inspiration in only 43 per cent of these 
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FIGURE 1. For reproducible measurement of the distance that 
the liver edge descends below the costal margin, the patient 
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should be supine with knees flexed, and his maximum 
inspiratory effort should be made with mouth open. 
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FIGURE 2. The right linea semilunaris—the lateral margin of 
the right rectus muscle—is a precise anatomic line that can be 
used as a reference for liver edge descent. 


healthy adults. The edge descended to, but not 
beyond, the costal margin in 14 per cent, and de- 
scended 1 cm. beyond in 15 per cent; 2 em. in 13 
per cent; 3 cm. in 8 per cent; 4 cm. in 6 per cent, 
and 5 em. in 1 per cent. If special attention had 
not been paid to the liver during these examina- 
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The Liver 


tions, it is thought that some of the palpable liv- 
ers might well have been overlooked. It is inter- 
esting how often three or four feels for a liver’s 
edge reveal nothing, while the next, made in the 
same place, easily demonstrates the edge. 

It is especially important to note that neither 
sex, age (in adults), height or weight had any in- 
fluence over these figures. Thus, an older healthy 
person cannot be expected to have a smaller or 
larger liver than a healthy young one, the liver 
edge is not more or less likely to extend below the 
costal margin in women than in men, etc. Fur- 
thermore, it was found that the configuration of 
the subcostal angle (narrow, medium or wide) 
had no influence over palpability of the liver. 
This last is rather surprising, or it was to me, as I 
had had quite different general impressions. 


VARIATIONS IN SIZE 


Because the observations on a physical exam- 
ination are static, giving information only as of 
that moment, the question arises as to how much 
liver sizemay normally vary from day to day and 
hour to hour. There is no specific information on 
this point, but considerable physiologic variation 
must be assumed because of the part that the 
liver’s blood content plays in governing its 
weight and bulk. The normal adult liver weighs 
about 1,500 Gm. During life its blood content in 
the fasting state amounts to approximately 800 
ml. A very large proportion of the liver bulk is, 
then, composed of blood. Because during the 
postprandial period the liver is called upon sud- 
denly to handle a great increase in portal blood 
volume, presumably it must swell. 


Configuration 


The lower edge of the liver is ordinarily rather 
even, as one examines it by palpation. The notch 
can be recognized infrequently and only in thin 
and relaxed people, because the right rectus mus- 
cle with its associated tendons, and the falciform 
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ligament with its ligamentum teres overlie it. 
Anomalous notches occasionally are encountered 
along the edge of the right lobe, but, if liver con- 
sistency is normal, there should be no confusion 
with organic disease. 

Relative sharpness or roundness of its edge is 
one of the most important physical features of the 
liver which is palpable, and, unless there is a 
great deal] of ascites or unless the patient is very 
obese, it is usually one of the easiest features to 
interpret. The normal liver, it is probably fair to 
say, never has a rounded edge. Loss of the sharp 
configuration along the edge of the right lobe al- 
most always signifies chronic parenchymal de- 
struction with some degree of fibrosis. Full- 
blown cirrhosis of one type or another is not nec- 
essarily implied, but is the usual explanation. The 
degree of roundness seems to bear some relation- 
ship to the chronicity and severity of the histo- 
pathologic changes, especially to the amount of 
fibrosis. 

An anomaly which is of special importance as a 
simulator of abdominal tumor is Riedel’s lobe. 
Although such a lobe is occasionally found in 
infants and children, about 95 per cent of the 
lobes recognized clinically are encountered in 
middle-aged women. Riedel’s lobe is a firm, non- 
tender linguoid mass of variable breadth, project- 
ing downward from the lower surface of the liver 
to the right of the midline (Figure 3). It ordinari- 
ly reaches about to the level of the umbilicus. 
Movement with respirations can usually be dem- 
onstrated easily. 

Discovery of bumps on the presenting surface 
of an enlarged liver is, of course, of primary sig- 
nificance. It is not very often, however, that this 
finding comes early enough in the course of tumor 
involvement of the liver to furnish realistic diag- 
nostic help. The problem is that both metastatic 
and primary hepatic tumor masses tend to distort 
liver configuration relatively little until later. In 
particular, the anterior liver surface remains fair- 
ly flat, regardless of the mass of tumor which lies 
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FIGURE 4. Small tumor masses of the liver are detected earliest 
when they develop along the lower edge. 


buried in the parenchyma. By palpation rather 
vague swellings of the surface are ordinarily the 
most that can be expected until the terminal 
phase is reached, when, of course, very large 
masses may project far above the surface, to be- 
come obvious even on simple inspection of the 
abdominal wall. 

The clinician usually has much better luck 
demonstrating smal] tumor masses when they de- 
velop along the liver edge (Figure 4). If the pan- 
niculus is thin and muscle tone poor, masses with 
a total diameter of less than a centimeter can 
sometimes be recognized with assurance by the 
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FIGURE 5. Omentum interposed between the liver and the 
abdominal wall may simulate liver tumor. 


small bump which distorts the otherwise sharp 
edge. 

Occasionally one sees recordings of minute sur- 
face abnormalities. On thumbing through charts 
on a hospital ward, for instance, one sometimes 
reads that the “liver surface is finely nodular.” 
Granted that there are considerable differences in 
the natural perceptive talents of various exam- 
iners, it is still too much to expect that one could 
possibly recognize with assurance a finely nodular 
liver by palpation through the abdominal wall. 
As with any examination effort, there is as much 
danger in reading too much into the findings on 
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liver palpation as there is in overlooking some 
real abnormality. Compartmented fat masses in 
the panniculus can be mistaken for small nodules 
on the liver surface. Omentum interposed be- 
tween liver and abdominal wall may simulate 
liver tumor (Figure 5). The tendinous inscrip- 
tions of the rectus muscles can seem to be irregu- 
larities of the liver surface or may mislead the 
examiner as to the position of the organ’s edge. 


Consistency 

Consistency is the most generally important 
physical feature of the liver which is large enough 
to be palpated—and the one most difficult to dis- 
cuss away from the bedside. Information on this 
matter can come only from the liver’s edge. Un- 
less the examiner makes a little special effort to 
note consistency, he can easily overlook a signifi- 
cant variation from normal. It is not enough to 
“flip”’ the edge. It is necessary to feel especially 
for consistency. The sensation is imparted by the 
degree of compression or actual contortion that 
the edge undergoes as the liver descends with in- 
spiration against the examining fingers. Only 
experience with the feeling of livers can teach the 
young clinician the sensations purveyed by the 
normal liver and by the liver affected by various 
diseases. 


Auscultation of the Liver 


Auscultation of the liver has as its main pur- 
pose the discovery of friction rubs; but it also 
serves as a check for vascular noises—the venous 
hum of Cruveilhier-Baumgarten syndrome and 
disease and the bruits of arterial aneurysms 
about the hepatic hilum. Vascular noises in the 
region are quite rare, to be sure, but a good op- 
portunity for discovery is missed if one follows 
the usual habit of listening over the heart and 
lungs and then over the intestines, without spend- 
ing a minute or so in between. 
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The Author 


There are, for all practical purposes, only two 
sources of hepatic friction rubs, inflammation of 
the hepatic peritoneum and extension of liver 
metastases to the surface. It is said that an en- 
larged inflamed gallbladder which is in contact 
with the parietal peritoneum may do the same, 
but this appears to be unusual. It should be 
noted, too, that it is possible for a liver abscess 
which lies well below the surface to induce 
enough sympathetic inflammation of the overly- 
ing peritoneum to cause a rub. The amount of 
surface irritation which results from percutane- 
ous needle biopsy and attendant blood and bile 
leakage only occasionally produces a rub, and 
this appears only briefly, ordinarily the day after 
biopsy. 

The usual explanation for absence of a hepatic 
friction rub when it is most expected, as during 
acute generalized peritonitis, is the presence of 
excess fluid in the peritoneal cavity. Apparently 
rather dry surface contact is required before 
noise-producing friction can be established. It is 


EDDY D. PALMER, LT. COoL., Mc., a member of GP’s Editorial Advisory 
Board, is chief of the gastroenterology service at Brooke Army Hospital, 
Ft. Sam Houston, Tex., and assistant professor of medicine at Baylor Uni- 
versity. Dr. Palmer was certified by the American Board of Internal Medi- 
cine in gastroenterology in 1950. He earned his medical degree at the Uni- 
versity of Rochester and took his internship and medical residency at 
Rochester General Hospital. Dr. Palmer was formerly associated with the 
gastroenterology service at Walter Reed Army Medical Center and he was 
also an instructor in medicine at Georgetown University Medical School. 


necessary to point out, however, that occasional- 
ly a distinct rub is heard in a patient with ascites, 
and one can only assume then that the layer of 
fluid between liver and parieties is too thin to 
prevent contact. 

The important feature of friction rubs which 
are caused by liver tumor is this: Metastatic 
masses which reach the anterior surface often 
cause a rub, while primary liver tumors only 
rarely do. The main help from the sign comes in 
the patient who is known to have abdominal can- 
cer and who poses the very difficult problem of 
whether or not hepatic metastases are present, a 
matter vital to therapeutic planning. Detection 
of a rub in this situation comes close to positive 
demonstration of distant metastasis. In local ex- 
perience the sign has proved more reliable than 
percutaneous liver biopsy in preoperative estima- 
tion of the matter. Absence of a rub proves 
nothing, of course, and the presence of ascites can 
be expected to negate the possibility of ausculta- 
tory help. 


THE CHANCES ARE... 


Leon G. SMITH, M.D. 
(L. P. White, 


New England J. Med., 
260:789, 1959.) 
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That melanoma is subject to hormonal influences, judging from the 
difference in five-year survival rates for . . . 
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Semiannually GP publishes a quiz 

covering its scientific articles. 

Here are the multiple choice questions 

compiled from the January through June issues. 
Answers to these questions appear on page 385. 


1. In a 23-year-old male with cyanosis, clubbing 
of the fingers and telangiectases, the most useful 
diagnostic test is: 
BW 1. Arterial oxygen saturation 
2. Electrocardiogram 
3. Cardiac catheterization 
4. Bronchoscopy 


5. Angiocardiography 


» 2. Glycosuria with normal blood sugar in a child 
may lead to the correct diagnosis of: 
1. Lead poisoning 
2. Mushroom poisoning 
8. Diabeies mellitus 
4. Pheochromocytoma 
5. Cretinism 


* 3. The cardinal sign of aminophylline toxicity is: 
1. Tachycardia 
2. Blurring of vision 
¥ 3. Increased frequency of urination 
4. Restlessness and irritability 
5. Tinnitus 


4. Which of the following treatment regimens 
should not be used in the treatment of strepto- 
coccal infections: 
1. Bicillin 1.2 million units I. M. once 
a 2. Aqueous procaine penicillin 600,000 units 
. I. M. daily for ten days 
ot « 8. Achromycin oral tabs 250 mg. four times daily 
for ten days 
4. Penicillin V oral tablets 250 mg. four times 
daily for ten days 
5. Erythromycin oral tabs 250 mg. four times 
daily for ten days 
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5. Which of the following lists of antibiotics fail 
completely to be absorbed from the gastrointesti- 
nal tract? 

1. Novobiocin, vancomycin, bacitracin 

2. Oleandomycin, kanamycin, ristocetin 

3. Novobiocin, streptomycin, oleandomycin 

4. Neomycin, chlortetracycline, vancomycin 
35. Kanamycin, bacitracin, ristocetin’ 


6. The ideal treatment for congenital dacryoste- 
nosis is: 
1. Daily chemotherapeutic eye drops 
2. Operation under general anesthesia 
3. Observation until spontaneous cure occurs 
»4. Probing in infancy 
5. Antibiotics for recurrent infection 


7. When chlorothiazide is used in the therapy of 
a patient with hypertension: 
#1. Serum uric acid may rise 

2. Acute hypotensive episodes are frequent 

3. Ganglion blocking drugs become less effective 
4. Sodium should not be restricted 

5. It cannot be expected to lower blood pressure 

without other antihypertensive drugs 


8. As clearly shown by the work of Rammelkamp 
and others, the type streptococcus which is most 
often the cause of nephritis is: 
1. A-12 

2.B 

3.C 

4. A-19 

5.G 


9. The management of pregnancy complicated 
by tuberculosis should be: 
°1. The same as for the nonpregnant patient with 
tuberculosis 

2. Pneumoperitoneum 

3. Cesarean section 

4. Therapeutic abortion 

5. High forceps 
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10. The majority of all eye muscle imbalances 
leading to childhood strabismus are due to: 
1. Refractive errors of vision 
2. Birth injury 
¢ 3. Hereditary defect 
4. Neurologic disease 
~ 5. Unknown cause 


11. Folic acid should not be used in the treatment 
of one of the following: 
‘1. Sprue 
2. Nutritional anemia 
+3. Pernicious anemia 
4. Amethopteri toxicity 
5. Posthemorrhagic anemia 


12. A new prophylaxis against pulmonary hyaline 
membrane of the newborn is: 
1. Elevating the infant’s head 
2. Elevating the infant’s feet 
3. Keeping the infant in an oxygen tent 
+4. Frequent tracheal aspiration 
5. The administration of penicillin 


13. Which one of the following animals is not a 
host for leptospirosis: 

1. Rat 

2. Dog 
* 3. Opossum 

4. Cow 

5. Cat 


14. In cystic disease of the pancreas there is: 
1. Inereased concentration of potassium in sweat 
or saliva 
2. Decreased concentration of potassium in sweat 
or saliva 
* 3. Increased concentration of sodium in sweat or 
saliva 
4. Decreased concentration of sodium in sweat or 
saliva 
5. Normal concentration of sodium and potas- 
sium in sweat or saliva 
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15. Pseudotumors of the colon are caused by: 
1. Obesity of the abdominal wall 
2. Foreign bodies 
3. Impacted barium 
4. Feces adherent to the bowel wall 
* 5. Congenital anomalies 


16. The best prophylactic regimen against rheu- 
matic fever is: 
1. Sulfadiazine 
2. Potassium penicillin G by mouth 200,000 
units daily 
«3. Benzathine penicillin G 1.2 million units by 
monthly injections 
4. Tetracycline 
5. Potassium penicillin G 1.2 million units by 
monthly injections 


17. The x-ray shown below most likely rep- 
resents: 
1. Neurofibroma 
2. Enlargement of the innominate artery 
3. Thymus 
4. Teratoma 
5. Superior vena caval obstruction 
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18. The four major hazards following a severe 24. Heinz bodies are found in all but one of the 


/ 


body burn include all but one of these: following: 
1. Renal impairment 1. Favism 
2. Adrenal cortical exhaustion * 2. Normal adults 
3 3. Loss of body fluids 3. Splenic agenesis 
; #4. Remobilization of edema fluid 4. Normal premature infants 
i 5. Shock 5. Toxicity due to aromatic amines 


19. Jaundice may be caused by all but one of ‘ 25. Epinephrine stimulates respiratory activity 


these: by: 
1. Phenylbutazone 1. Direct stimulation of respiratory center 
"2. Zoxazolamine 2. Increase in blood pressure 
3. Cincophen 3. Increase in pulmonary ventilation 
4. Norethandralone (Nilevar) 4. Increased psychomotor activity 


5. Testosterone propionate e 5. Bronchial dilatation 


20. Pulmonary alveolar proteinosis: (Pick the 26. The dosage of anticoagulant should be regu- 


true statement.) lated so that the prothrombin time is: | 
1. Is a fungal disease 1. The same as the control | 
+ 2. Is rapidly fatal « 2. Twice the control | 
| * 3. May look like pulmonary edema on x-ray 3. Three times the control | 
ie 4. May look like lobar pneumonia on x-ray 4. Four times the control | 
| 5. Responds to adrenal cortical steroids 5. Five times the control | 
" | 21. Endogenous estrogen may come from all but 27. Abdominal distress relieved by nitroglycerine 
od | one of the following: suggests the following diagnosis: | 
By 1. Ovary 1. Aneurysm of the abdominal aorta | 
2. Testis 2. Chronic pancreatitis | 
3. Adrenal glands 3. Cholecystitis | 
4. Converted adrenal androgen - 4. Mesenteric arterial insufficiency 
+ 5. Converted DOCA » 5. Coronary artery disease 


22. The dosage of anticoagulant should be regu- 28. A gluten-gliaden-free diet will cause a favor- 
lated so that prothrombin activity is: able response in: 
1.10% 4. 40% 1. Tropical sprue ( 
« 2. 20% 5. 50% a 2. Nontropical sprue ( 
3. 30% 3. Multiple jejunal diverticulitis 
4. Colitis, nonspecific 
23. The most effective treatment for simple diar- 5. Chronic duodenitis 

rhea in tourists is: 

1. Codeine 4. Sulfasuxidine 
2. Tetracycline 5. Erythromycin ( 


: 3. Paregoric Quiz answers appear on page 385. 
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J.S. PAUL, PH.D. 
Bakersfield, California 


IN OUR MODERN, speeded-up world, the art of 
simple photomicrography is no longer delegated 
solely to the specialized medical photographer. 
In this jet-propelled age, anyone who can operate 
a camera may find himself pressed into service to 
record some small miracle before it is lost for- 
ever. Each situation will be different; therefore, 
a detailed discussion of special equipment is 
pointless. Also, the primary concern of the photo- 
micrographer, regardless of the film or equip- 
ment he uses, is to obtain the greatest possible ac- 
curacy and detail. In this particular work these 
factors are determined and controlled by the 
type and color of the biologic stain used, and the 
type and over-all intensity of the illumination. 

Some of the more commonly and widely-used 
stains are eosin, fuchsin, oil red O, carbolfuchsin, 
periodic acid-Schiff’s reagent, Giemsa’s, Gram’s, 
Gomori’s iron, Mallory’s triple and Wright’s. 
Here are the basic rules applicable to any stains: 
Panchromatic films, being sensitive to the com- 
plete spectrum, should give satisfactory results 
with all stains. So-called “positive” films are 
sensitive only to blue and violet and will give ac- 
curate detail only when used with stains of this 
color range; the same is true of the ortho- 
chromatic films. Eosin and fuchsin stains do not 
produce at all well on Kodachrome, but are quite 
satisfactory with Anscochrome and Ektachrome. 

Classification of films as to the light sensitivity 
is necessary for accurate, detailed results. 

A number of forms of illumination are ac- 
ceptable for photomicrography. No one person 
can say what is best; he can only review the field 


GP January 1960 


A Look at Simple Photomicrography 


and decide what best suits his individual needs. 
One of the relative newcomers that has taken the 
field by storm is the little M-2 flashbulb. This 
has a color temperature of 3800K. When using 
flash, an auxiliary light source is necessary for 
alignment and focusing. A 6-volt ribbon filament 
lamp is often used for illumination. In using this 
source with color, remember to balance the 
3000K color temperature, or very warm photo- 
micrographs will result. 

A careful check of actual output is necessary 
when using ordinary tungsten filament lamps, 
since the actual light will vary with the voltage 
impressed on the lamp. This will increase or de- 
crease according to the increase or decrease from 
normal voltage on the line. A transformer and 
voltmeter are useful to this end, and will also 
facilitate making the initial set-up under lower 
voltage, then increasing the light intensity to the 
correct level for the actual photomicrography— 
a saving on eye-power as well as electricity. 

The effective sensitivity of a photographic 
emulsion varies with the level of illumination 
and the exposure time; this is called “‘reciprocity 
effect.’’ At a particular level, sensitivity is at a 
maximum. Lower or higher illumination is less 
effective even though there is a correction in ex- 
posure time. Some allowance is advisable for 
this over-all loss. Generally speaking, standardiza- 
tion of exposure time and adjustment in illumina- 
tion are more satisfactory than constant illumina- 
tion with correction by means of exposure. 

Reams of material have been written on photo- 
micrography. Some of this material has been in 
the form of general guides, as this is. More, how- 
ever, has been specific pet procedures for pet 
products. The only “best” I have to offer is 
“standardize”! Find the materials and equip- 
ment best suited to you and stick with them. 
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The Treatment of Hemorrhagic Disorders 


S. FREDERICK RABINER, M.D. 


New York Hospital 
Cornell Medical Center 
New York, New York 


A RATIONAL APPROACH to therapy of hemorrhagic 
disorders depends upon a clear understanding of 
the mechanism of blood coagulation. Since there 
is considerable difference of opinion among in- 
vestigators active in this field, those concepts 
supported by the majority of workers will be 
presented. 


The Coagulation Mechanism 
CLASSICAL THEORY 


The tremendous surge of interest in the field 
of blood clotting during the past eight to ten 
years has resulted in a greater understanding of 
the subject. Earlier textbooks refer to what is now 
called the classical theory of blood coagulation 
(Figure 1), which states that, with injury of any 
tissue, a substance called thromboplastin is 
liberated. Thromboplastin, with calcium, acts 
to convert prothrombin to thrombin, an enzyme 
necessary for the conversion of fibrinogen to 
fibrin. 

The modern concept of blood coagulation is 
similar in general outline to the classical theory. 
There are two major differences. First is the 
principle of intrinsic thromboplastin, a circulat- 
ing substance capable of converting prothrombin 
to thrombin. Intrinsic thromboplastin is thought 
to be produced during the coagulation process 
and is therefore separate and distinct from the 
thromboplastin derived from tissue extract (pro- 
thrombinase). Many observers believe that this 
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intrinsic circulating thromboplastin is more im- 
portant in the conversion of prothrombin to 
thrombin than the thromboplastin of tissue 
origin. 

The second difference between the classical 
and modern theories of clotting lies in recognizing 
the existence of accelerators required for con- 
version of prothrombin to thrombin. These ac- 
celerators are a source of most of the confusion 
in the coagulation literature, since they were 
discovered simultaneously by several investiga- 
tors and are therefore referred to by several 
different terms. 


MODERN THEORY 


According to the modern theory, blood coagu- 
lation can be divided into three phases (Figure 
2). In the first phase there is production of cir- 
culating intrinsic thromboplastin. It is obligatory 
that all substances listed in phase 1 be present in 
adequate amounts for synthesis of active in- 
trinsic thromboplastin. These include platelets, 
antihemophilic globin (AHG), plasma throm- 
boplastin component (PTC), the Stuart-Prower 
factor, factor V, and a group of miscellaneous 
thromboplastic factors such as plasma thrombo- 
plastin antecedent (PTA), factor X and Hage- 
man factor. Calcium, also necessary for the first 
phase of blood coagulation, is rarely sufficiently 
deficient to produce hemorrhagic manifestations. 
A blood vessel tear, injury or rough surface 
initiates the coagulation process. 
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If there is a significant lack of any of the 
phase 1 substances, adequate amounts of in- 
trinsic thromboplastin will not be produced and 
the clotting process will be impaired. When an 
adequate amount of circulating intrinsic throm- 
boplastin is activated, prothrombin is converted 
to thrombin, as shown in Figure 2. 

The second phase of coagulation involves con- 
version of prothrombin to thrombin. Although 
only active thromboplastin and calcium are 
necessary, the reaction initially proceeds very 
slowly. With the production of the first small 
amount of thromboplastin and thrombin, the ac- 
celerators of the projhrombin-to-thrombin reac- 
tion are activated and the process proceeds 
rapidly. These accelerators, known as factor V 
and factor VII, along with Stuart-Prower factor, 
act with tissue extract to form prothrombinase. 
Prothrombinase both increases the rate of con- 
version of prothrombin to thrombin and improves 
the yield of thrombin. Other names for factor V 
are proaccelerin, acglobulin and labile factor. 
Factor VII is also known as proconvertin, serum 
prothrombin conversion accelerator or SPCA and 
stable factor. With significant lack of factor V, 
factor VII or the Stuart-Prower factor, a coagula- 
tion abnormality owing to decreased production 
of prothrombinase Occurs and results in defective 
thrombin production. Factor V and the Stuart- 
Prower factor are also thought to be necessary 
for intrinsic thromboplastin production. Throm- 
bin catalyses the conversion of fibrinogen to fibrin. 
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In phase 3, fibrinogen is converted to fibrin, 
and an adequate amount of thrombin is necessary 
for this reaction. A decrease in fibrinogen will 
result in inadequate fibrin formation. 


Laboratory Tests of Blood Coagulation 


Appreciation of the modern concept of blood 
coagulation enables one to understand laboratory 
procedures employed for evaluation of hemor- 
rhagic problems. Figure 3 is a list of the more 
common coagulation disorders, with their ex- 
pected laboratory findings. The following are the 
tests used in our laboratory. 


TESTS OF PLATELET FUNCTION 


Platelet count. Any of the direct methods for 
enumerating platelets may be used. However, 
the large dilution factor, and the difficulty en- 
countered in distinguishing platelets from dust 
or other particulate matter, often result in a great 
inherent error which may, in part, be avoided by 
phase contrast microscopy. An adequate approxi- 
mation of platelet concentration can often be 
obtained from microscopic examination of the 
well-stained blood film, which permits an evalua- 
tion of platelet morphology. As a rule, presence 
of clumps of platelets in the peripheral blood film 
is indicative of a normal platelet count. 

Bleeding time. A function of platelets, apart 
from their role in blood coagulation, is to initi- 
ate hemostasis. This is dependent on clumping of 
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platelets (viseus metamorphosis) to form white 
thrombi and their ability to initiate constriction 
of small blood vessels (serotonin). These proper- 
ties are tested by determining the length of time 
required for a wound of standard size to stop 
bleeding. The two methods commonly in use 
employ a standard blade. 

In one case the puncture is made in the ear 
lobe; in the other on the forearm. A prolonged 
bleeding time is associated with quantitative 
and qualitative platelet abnormalities. 

Clot retraction. One of the tubes used for deter- 
mination of clotting time is saved and the clot 
observed for its ability to retract from the sides 
of the tube. Clot retraction is usually correlated 
with platelet number and function. A method of 
measuring the amount of serum expressed from 
a clot is used to quantitate clot retraction. 


TESTS OF THE SECOND PHASE OF 
BLOOD COAGULATION 


A prolonged prothrombin time is indicative of 
a quantitative lack of prothrombin, factor V, 
factor VII or the Stuart-Prower factor. The test 
is performed by adding tissue extract (thrombo- 
plastin), usually obtained from animal brain or 
lung, and calcium to oxalated or citrated plasma 
and noting time of appearance of the first fibrin 
strand. Individual assays utilizing plasma or 
serum with decreased factor V, VII, Stuart- 
Prower factor or prothrombin activity can be 
performed to determine the exact nature of the 
defect. Since the addition of tissue extract by- 
passes the function of the first phase, e.g., the 
production of thromboplastin, abnormalities in 
the initial phase of clotting are not reflected by 
a prolonged prothrombin time. Occasionally, a 
marked hypofibrinogenemia will result in a 
prolongation of the prothrombin time. 


TESTS OF THE FIRST PHASE OF COAGULATION 


The clotting time of whole blood. A prolonged 
whole blood clotting time is frequently asso- 
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FIGURE 1. 


THE MODERN THEORY OF BLOOD COAGULATION 


@| AHG + PTC + V + ST-P + Misc TF + Platelets + Cot++ | 
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FIGURE 2. 
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Time 


Clot P Prothrombin 
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Time Consumption T.G.T. 


Hemophilia A, B and C 
Thrombasthenia 
Pseudohemophilia 
Parahemophilia 

(Congenital factor V deficiency) 
Congenital factor VII deficiency 
Stuart-Prower factor deficiency 
Liver disease (severe) 


r PP Zz 


Hemorrhagic disease of the newborn 


Zz 


N N 
N/A N N/A N/A* 
N N N N N 
N N A A¥ A 
N N A N N 
N N A Ag A 
N N & A A 
N N A A A 


N—Normal 
A—Abnormal 
N/A—Occasionally abnormal 


*—With patient’s platelets 
#—When deficient factor is added to final test system 


ciated with defects in the first phase of coagula- 
tion, except platelet abnormalities. The clotting 
time, if determined carefully, is shown to be 
abnormal in the majority of patients with hemo- 
philia and related disorders. The method most 
commonly in use employs three 75 x 12 mm. test 
tubes, into each of which is placed 1 ml. of the 
patient’s blood. The size of the tube is important 
for the production of consistent results that may 
be compared with normal values previously re- 
corded. One tube at a time is periodically tilted 
until a clot has formed which is strong enough 
to support a column of blood in the completely 
inverted tube. 

The end point is the time it takes for an ade- 
quate clot to form in the third tube. The test will 
be erroneously shortened if the sample of blood 
is contaminated with tissue extract. To avoid 
this eventuality, a clean venipuncture should be 
performed, and to prevent stasis the tourniquet 
is removed after the vein is entered. The first 
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small amount of blood is discarded and then, 
with a minimum of suction, a sample is collected 
in a clean 5-ml. syringe. 

The prothrombin consumption test. When whole 
blood from a normal individual incubates at 
87° C. for one hour after clotting, about 75 per 
cent of the prothrombin is converted to throm- 
bin. A prothrombin time performed on this par- 
ticular serum will reflect a prothrombin con- 
centration of 25 per cent or less. Since patients 
with moderate defects in the first phase of coagu- 
lation, such as classic hemophilia (AHG defi- 
ciency), do not convert prothrombin to thrombin 
at a normal rate, after one hour their serum will 
contain more than 25 per cent of the original 
plasma prothrombin concentration. As a result 
of a greater residual prothrombin concentration 
than in normal serum, a shorter prothrombin 
time is expected with serum from a patient with 
hemophilia. Therefore, a shart serum prothrom- 
bin time is abnormal and usually indicates a 
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phase 1 abnormality with subsequent failure to 
convert prothrombin to thrombin. 

The thromboplastin generation test. A more 
direct method of studying defects in the first 
phase of coagulation is known as the thrombo- 
plastin generation test. A generating mixture, 
comprising all factors necessary for phase 1, is 
incubated at 37° C. At two-minute intervals, 
aliquots of generating mixture are added to re- 
calcified, normal plasma, and the clotting time 
noted. When all phase 1 factors are present in 
normal amounts, the thromboplastin produced 
by the generating mixture after six minutes of 
incubation is sufficiently potent so that the sub- 
strate clotting time is less than 12 seconds. 

In principle, the thromboplastin generation 
test is similar to the prothrombin time. Both 
utilize the property of thromboplastin to shorten 
the clotting time of recalcified plasma. For the 
determination of prothrombin time, an unknown 
plasma is tested with known active thrombo- 
plastin of tissue origin, while in the thromboplastin 
generation test, the plasma is obtained from a 
normal subject, and the activity of the intrinsic 
thromboplastin produced by the generating 
mixture is the unknown. 


TESTS OF THE THIRD PHASE 
OF BLOOD COAGULATION 


With adequate thrombin formation, the only 
limiting factor to the production of fibrin is 
fibrinogen. Several methods are available for the 
chemical determination of fibrinogen. A rapid 
turbidimetric method, sufficiently accurate for 
clinical use, may be employed 


General Principles 
THE DIAGNOSIS OF COAGULATION DEFECTS 

As previously outlined, the coagulation defect 
responsible for a hemorrhagic diathesis can be 


detected by laboratory studies of the three 
Phases of blood clotting. It must be emphasized, 
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however, that laboratory tests are designed to 
indicate only the presence or absence of specific 
coagulation factors. The determination of the 
cause, whether congenital or acquired, depends 
on careful evaluation of the history and physical 
findings. 

One can frequently anticipate the laboratory 
findings by the nature and location of the bleed- 
ing. For example, a history of repeated hemor- 
rhages from infancy, especially into muscles, 
deep tissues and joints, in the absence of purpura 
as a prominent symptom, is suggestive of hemo- 
philia A, B or C. Platelet abnormalities, on the 
other hand, whether qualitative or quantitative, 
are usually associated with purpura, petechiae 
and mucous membrane bleeding. 

Specific inquiry should be made with regard 
to previous major or minor surgical procedures. 
A tooth extraction or tonsillectomy without 
severe hemorrhagic sequelae may, for all prac- 
tical purposes, exclude the diagnosis of hemo- 
philia. On the other hand, it is not uncommon for 
a patient with hemophilia to have had little 
difficulty following circumcision. 

A family history of bleeding may be the first 
clue leading to the diagnosis of hemophilia and, 
for this reason, should never be overlooked. In 
contrast, a negative family history does not 
exclude hemophilia, since in about 25 per cent of 
patients, this condition is the result of new 
mutations. With neonatal bleeding, a careful 
study of the maternal history can provide in- 
formation essential in establishing the diagnosis. 
Recent maternal illness, such as idiopathic 
thrombocytopenic purpura, and ingestion of 
certain drugs during pregnancy, e.g., coumarin 
derivatives, barbituates and anticoagulants, have 
been implicated as etiologic factors of neonatal 
hemorrhage. 

The distribution and character of the bleeding 
should be noted on physical examination. It is 
also important to determine the presence of any 
coexisting morbid process, especially liver disease. 
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THERAPY OF HEMORRHAGIC DISORDERS 


Therapy of coagulation defects is directed 
toward in vivo correction of the abnormality, 
along with local measures designed to effect 
hemostasis. The former is accomplished by ad- 
ministration of either partially purified proteins, 
such as fibrinogen and AHG, or transfusion of 
blood and plasma. The quantity and frequency 
of administration is governed by the concentra- 
tion of clotting factor in the material, the dura- 
tion of adequate level of the factor after a given 
dose, and the extent of the injury. A knowledge 
of these three variables is important to accom- 
plish the basic principle in the therapy of hemor- 
rhagic diseases, and to correct the defect for the 
length of time necessary for formation of a clot 
sufficiently strong to maintain hemostasis. 

The concentration of clotting factors in plasma 
has been the object of numerous studies. In fresh 
plasma from normal subjects, the level of anti- 
hemophilic globulin (AHG) ranges from 60 to 170 
per cent. Fresh frozen plasma, the preparation 
most readily available for the treatment of hemo- 
philia, retains about 50 per cent of the original 
AHG activity. A large proportion of AHG is 
lost during centrifugation of freshly drawn whole 
blood, although there is some loss during storage 
at —20° C. A lyophilized plasma available com- 
mercially (Hyland Laboratories) has been found 
to be stable for at least three years and contains 
an average of 72 per cent (46 to 103 per cent) 
AHG activity. AHG dehydrates rapidly at room 
or refrigerator temperatures. Since PTC is more 
stable than AHG, whole blood or plasma can be 
stored at 4° C. for several weeks and retain 
significant PTC activity. 

Most observers think that a plasma level of 
15 to 20 per cent AHG activity in patients with 
hemophilia is sufficient to control the majority 
of severe bleeding episodes. While higher levels 
may be required in preparation for surgery, 
initial hemorrhage may respond to levels as low 
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as 5 per cent AHG activity. The rapid adminis- 
tration of 10 to 15 cc. per kilogram body weight 
of fresh frozen or lyophilized normal human 
plasma results in an AHG level of about 15 per 
cent. Approximately 50 per cent of this activity 
remains after four hours, regardless of the pres- 
ence or absence of active bleeding. 

Plasma therapy, in similar doses, is effective 
for the control of hemorrhage due to AHG, 
PTC, PTA, factor V, factor VII and Stuart- 
Prower factor deficiencies. These are enzymatic 
substances and are therefore required in small 
amounts for blood coagulation. Since fibrinogen 
is the direct precursor of fibrin, it is required in 
proportionately much larger amounts, and there- 
fore is extremely difficult to replace by adminis- 
tration of plasma alone. For this reason, espe- 
cially in the presence of a fibrinolysin, bleeding 
due to hypo- or afibrinogenemia is best treated 
with partially purified plasma fractions con- 
taining high concentrations of fibrinogen. Hypo- 
prothrombinemia may be difficult to correct by 
the administration of plasma for the same reason. 

The treatment of thrombocytopenic purpura 
will not be discussed in this article. However, 
blood or plasma collected by the method usually 
employed by blood banks does not contain sig- 
nificant numbers of platelets. For the adminis- 
tration of platelets, blood should be collected 
in silicone-coated bottles or in plastic bags, pref- 
erably without suction or excessive agitation, 
and used within 24 hours. Platelet antibodies 
usually develop after transfusion of platelet-rich 
blood, and the titer of these antibodies increases 
with every subsequent transfusion. For this 
reason the therapeutic effect of repeated platelet 
administration becomes progressively shorter. 

The location and severity of bleeding are 
important considerations in determining quan- 
tity and duration of therapy. With experience, 
one can usually estimate the amount of treat- 
ment required by the rapidity of development of 
symptoms and signs of hemorrhage. For example, 
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in a patient with hemophilia, progressive swelling 
of a joint over many hours with only moderate 
pain, swelling and limitation of motion on initial 
examination, would indicate mild or moderate 
bleeding probably requiring one dose of 5 to 10 
ec./kilo of fresh frozen or lyophilized plasma. 
With a story and findings indicative of more 
acute bleeding, prolonged hemostasis would be 
required. Two or more courses of 5 to 10 cc./kilo 
of plasma, given every four to six hours, may be 
necessary, depending on the severity of the 
bleeding. 

Hemorrhage into thoracic or abdominal cavi- 
ties and gastrointestinal tract requires more 
treatment over a greater period of time than 
bleeding into tissues or joints. On the other hand, 
every effort should be made to control joint 
bleeding as rapidly as possible to prevent the 
development of chronic changes. Genitourinary 
bleeding may be extremely resistant to therapy, 
and hematuria may persist for long periods of 
time despite large amounts of plasma. This is 
rarely severe, however, and prolonged plasma 
administration is usually not necessary since 
most cases eventually respond to bed rest alone. 

Plasma is usually administered in preparation 
for tooth extraction or any surgical procedures. 
Usually 10 cc./kilo is given just prior to the 
operation and 5 to 10 cc./kilo repeated every 
four to six hours for two days or longer, depend- 
ing on the degree of tissue damage. Local meas- 
ures include the use of plain or gel-foam gauze 
dipped in topical thrombin, along with the usual 
precautions to prevent infection. Suturing should 
be avoided whenever possible, since this is fre- 
quently complicated by increased bleeding in 
patients with hemophilia. Pressure dressings and 
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ice packs are preferred auxiliary measures of 
effecting hemostasis. 


Summary and Conclusions 


Intelligent therapy of hemorrhagic disorders 
requires a clear understanding of both the coagu- 
lation mechanism and the tests used for the 
diagnosis of clotting disorders. 

With the available laboratory tests, one can 
systematically study the three phases of blood 
coagulation and can usually determine the factor 
or factors responsible for a bleeding diathesis. 
However, the etiology of these defects, whether 
congenital or acquired, depends upon careful 
evaluation of the patient’s past history, family 
history and physical examination. 

Therapy of coagulation defects is directed 
toward in vivo correction of the specific ab- 
normality, along with local measures designed to 
effect hemostasis. The quantity and frequency 
of replacement therapy is governed by extent of 
injury, concentration of clotting factor in the 
material, and duration of therapeutic levels after 
administration. 

Therapy should be designed to correct the 
coagulation defect for the period of time neces- 
sary for formation of a clot sufficiently strong 
to maintain hemostasis. This will vary depending 
on the location and severity of bleeding. Hemor- 
rhage into body spaces and gastrointestinal tract 
usually is more difficult to control than bleeding 
into tissues and joints. 


A coupon for ordering an extensive bibliography accompa- 
nying this article may be found adjacent to the Index to Ad- 
vertisers. 
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Surgery in Ventricular Septal Defect 


NEILL AND TAUSSIG have reviewed the indica- 
tions and contraindications for operation in 
ventricular septal defect. Although, as is well 
known, these anomalies occur in combination 
with numerous other malformations of the heart, 
this discussion is confined to isolated ventricular 
septal defects or those associated with slight 
overriding of the aorta. 

In patients with small defects and small shunts, 
the natural history of the disease is so benign 
that the risks of surgery outweigh the possible 
benefits. At the other extreme are the patients 
with a right-to-left shunt and cyanosis—the 
Eisenmenger complex—where the natural prog- 
nosis is grave but the present risks of surgery are 
prohibitive. 

There remain those patients with moderate- 
sized or large defects and large left-to-right 
shunts. Here, surgery is practicable and of great 
potential benefit. This group is heterogenous. It 
includes patients with minimal symptoms as well 
as those with heart failure. Some have mild left 
ventricular hypertrophy and others have extreme 
degrees of combined ventricular hypertrophy. 
Common to the whole group, however, is a left-to- 
right shunt of sufficient magnitude to warrant 
closure and a reversible elevation of pulmonary 
artery pressure and resistance. 

Patients with mild pulmonary hypertension 
show slight growth retardation, slightly increased 
susceptibility to infection and slight exercise 
limitation. The cardiac murmur and thrill are 
distinct and the pulmonary second sound is ac- 
centuated. The left ventricle is enlarged. Cardiac 
catheterization indicates increased pulmonary 
blood flow and the pulmonary artery systolic 
pressure is elevated to 40 or 60 per cent of the 
systemic level. The pulmonary resistance may be 
normal or less than normal. 

Operation is not urgent for children since their 
pulmonary hypertension is not progressive dur- 
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ing childhood. However, eventual surgery is 
justified. 

Patients with moderate or severe pulmonary 
hypertension, on the other hand, may have a 
stormy infancy. Feeding problems, repeated in- 
fections and heart failure are common. Growth is 
retarded and therapy is difficult. Murmurs are 
quite variable. Combined ventricular hyper- 
trophy is common. Here the pulmonary artery 
systolic pressure may equal the systemic systolic 
pressure, and the pulmonary artery diastolic 
pressure is also elevated. This pulmonary hyper- 
tension is “labile,”’ falling after surgery. 

Operation is recommended in early childhood 
for these cases to prevent the development of 
“frreversible’”’ pulmonary hypertension. A “‘fixed’’ 
pulmonary vascular resistance at a high level 
represents the Eisenmenger complex—at present 
inoperable. (J. Pediatrics, 55:374, 1959.) 


Prolonged Umbilical Cord Pulsations 


THE UMBILICAL ARTERIES normally cease to pul- 
sate within a short period after the infant has 
been delivered. The average time required for the 
cessation of pulsation has been observed to be 
ten minutes, with an upper limit of normal about 
30 minutes. Desmond, Kay and Megarity de- 
scribed the clinical courses of 41 infants with pro- 
longed pulsations of the umbilical arteries (mean 
five hours; range 40 minutes to 13 hours after 
birth). 

Of the infants with prolonged pulsations, 14 
(34 per cent) were prematures; 30 (73 per cent) 
had a history of either fetal distress before 
delivery or difficulty in establishing respirations 
at birth. There was a very high rate of maternal 
antepartum and intrapartum complications; 12 
(20 per cent) of the infants were delivered by 
Cesarean section, and seven of these were emer- 
gency procedures. Five infants expired during 
the first 11 hours of life. Thus, in this series of 
infants, persistence of pulsation over the umbili- 
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cal cord appeared to be associated with difficulty 
in the transition from intrauterine to extrauterine 
life. 

While specific clinical entities were found only 
in a minority (eight: laryngeal stenosis, pneumo- 
thorax, severe hemolytic anemia, pneumonia, 
heart failure), there were certain similarities in 
clinical behavior and patterns of symptomatology 
during the first hours or days. The problems were 
cardiopulmonary and neurologic. The authors 
postulate that the factor common to all cases is 
cerebral depression representing a summation of 
effects in the course of an abnormal pregnancy, 
labor or delivery. They consider prolonged um- 
bilical cord pulsation a valuable sign of transi- 
tional distress, resulting from decreased con- 
tractility of vascular musculature, due in turn, to 
hypoxia. The danger of umbilical arterial hemor- 
rhage in such instances is stressed. (J. Pediatrics, 
55:131, 1959.) 


Epinephrine Levels in Shock 


INTENSE PERIPHERAL VASOCONSTRICTION is char- 
acteristic of hemorrhagic shock except in the ter- 
minal stages. Greever and Watts studied arterial 
blood epinephrine levels during the time of 
hemorrhage and in the immediate posthemor- 
rhagic period in dogs. 

Results in a typical experiment are illustrated 
in the diagram at the right. Epinephrine concentra- 
tions in peripheral arterial blood generally in- 
creased about 100-fold (from a control level of 
less than 1 meg. per L.) when the arterial pres- 
sure was held at 40 mm. Hg. There was a steady 
decrease in blood epinephrine during the one- to 
three-hour hemorrhage period, indicating ex- 
haustion of the sympathoadrenal system. This 
finding was supported by the fact that the 
epinephrine content of the adrenal glands of 
shocked dogs was only 42 per cent of that of 
the glands of control dogs. (Cire. Research, 
7:192, 1959.) 
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Prednisone and Primary Tuberculosis 


LAVERS AND ROBERTS treated ten children with 
primary pulmonary tuberculosis whose disease 
either showed no change or became worse after a 
period of chemotherapy. Prednisone was admin- 
istered in addition to the antituberculous drugs in 
an effort to determine whether the progress of the 
disease was influenced. 

In seven of the children, prednisone appeared 
to influence the lesions favorably. The improve- 
ment, although definite, was neither rapid nor 
dramatic. In no case did deterioration of a lesion 
occur while prednisone was given and in no case 
was it thought that any ill effect had resulted 
from the use of the steroid. (Rev. Tubercul., 
40:173, 1959.) 


Hemorrhage Reinfusion Death 
100 — Blood Pressure 
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Diagram showing results of an experimental hemorrhage in 
a dog on mean arterial pressure and arterial blood epineph- 
rine level. Reinfusion of the blood was accompanied by 
disappearance of epinephrine from the circulation. The blood 
pressure again failed, but sympathoadrenal exhaustion was 
evident in this irreversible stage. 
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A Review of Zinc Metabolisin 


VALLEE has undertaken an extensive review of 
present information about zinc. Although the 
presence of zinc in human tissues (liver) has been 
known since 1877, methods for its accurate meas- 
urement are of very recent origin. 

Determinations of zinc concentrations are also 
handicapped by the ubiquitous presence of zinc 
as a contaminant on glassware and other parts of 
the laboratory. In biologic fluids zine exists in 
combination with various proteins. This is char- 
acteristic of the many important enzymes con- 
taining zinc, such as carbonic anhydrase and in- 
sulin. Zine is widely distributed in tissues, is a 
component of the normal diet and is excreted in 
the urine, stool and bile. The plasma or serum 
level of zinc in normal adults is 124+16 meg. 
per 100 ml. The serum zine concentrations are 
decreased in acute and chronic infections, per- 
nicious anemia, and most notably, in cirrhosis of 
the liver. In this latter situation, the hypozincemia 
is accompanied by a hyperzincuria. Hepatic coma 
has been shown to be associated with a low zinc 
content of liver tissue as well as a low blood level. 
Acute poisoning with zinc occurs via ingestion or 
inhalation. In the first situation, it produces 
gastrointestinal symptoms. Inhalation of zinc 
oxide fumes produces the familiar “metal fume 
fever.” (Physiol. Rev., 39:448, 1959.) 


Puerto Rican Pattern 


MERINO PRESENTS a psychosocial analysis of the 
clinic interview of a sample of the Puerto Rican 
population of New York City. He emphasized 
the cultural determinants of personality develop- 
ment in this group. Spiritualism and a demanding 
attitude towards society are Puerto Rican char- 
acteristics which influence behavior and response 
to illness. 

Spiritualism was an encircling belief in the 
great majority of the patients who presented 
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themselves at a large outpatient clinic. The 
Puerto Rican patient often interprets his disease 
in terms of possession by evil spirits. His ability 
to control nature by alliance with spirits is a 
necessary component of his treatment. 

The patient’s demanding attitude towards soci- 
ety is interpreted by the author as a cultural 
pattern of resentment against the former author- 
ity of ruler and church. This frequently results in 
a consideration of the delinquent as a herolike 
figure who fights for righteousness. 

Merino pleads for a study of the cultural back- 
ground and understanding of the social dynamics 
inherent in the adaptation of the Puerto Rican 
to his new environment. In the words of the 
author, “To understand them is to help them. 
In the ultimate analysis, to understand and to 
help a single man is to understand and to help 
the entire human race.” (J. Mt. Sinai Hosp., 
26:484, 1959.) 


The Heart in Systemic Lupus 
Erythematosus 


IN A comprehensive review of 83 cases, Shearn 
has described the cardiac findings in systemic 
lupus erythematosus. All but 11 of the patients 


-in this series exhibited some cardiovascular ab- 


normality such as a murmur, hypertension, car- 
diomegaly, abnormal electrocardiogram or a 
combination of these factors. 

Atypical verrucous endocarditis (Libman- 
Sacks) was found in four of the 16 subjects of 
the present series who were examined post-mortem. 

Systolic murmurs were heard in 70 per cent 
of the cases, while diastolic murmurs were heard 
in only 5 per cent. Tachycardia, fever and anemia 
were common in this series, and all of these pre- 
dispose to the development of systolic murmurs. 
The diastolic murmurs are difficult to interpret. 
Some may reflect the development of verrucous 
endocarditis. 

Hypertension was noted in one-third of these 
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cases. Presumably in some instances there was 
essential hypertension, but the lupus process in 
the kidneys would seem responsible for most of 
these cases. The blood urea nitrogen was elevated 
in 13 of 27 patients who were found on repeated 
examinations to have blood pressures higher than 
150/90 mm. Hg. 

Pericarditis was also found in one-third of the 
cases. In 18 patients a friction rub was heard or 
fluid was present. Four other cases of pericarditis 
were found at autopsy that were clinically silent. 
Effusions occurred in six patients, in one so rap- 
idly as to produce tamponade. Nine patients had 
typical electrocardiographic changes of pericar- 
ditis. 

While no patient of this series showed evidence 
of myocardial infarction, the diagnosis of myocar- 
ditis was made ante-mortem in six cases and 
post-mortem in eight. 

Heart failure occurred in 15 patients. Con- 
tributing factors were considered to be hyper- 
tension, anemia, myocarditis, pericardial effusion 
with tamponade, cor pulmonale and valvular 
deformity. 

Over one-half of these patients had electro- 
cardiographic abnormalities. These covered a 
variety of arrhythmias and isolated wave or 
segment abberations. 

Shearn concludes that the heart rarely escapes 
insult in systemic lupus erythematosus. Inter- 
pretation of the diverse cardiac manifestations is 
difficult because of the coexistence of many con- 
ditions that will produce cardiac abnormalities: 
e.g., renal disease, pulmonary disease, anemia. 
The degree to which steroid therapy will alter 
this complex cardiovascular picture is not yet 
clear. (Am. Heart J., 58:452, 1959.) 


Redox Activity of Leukocytes 


THE REDOX TEST measures reduction and oxida- 
tion in leukocytes. The leukocytes of patients 
with systemic lupus erythematosus (S.L.E.) ex- 


GP January 1960 


Number of Patients 


14 8 6 21 
‘ 
14 
12 
3 
: 


s8esesyess 


Per cent of cases with positive redox fest 


Discoid Severe Hydral- 


S.L.E. S.L.E. 

(untreated) (on LE. febrile azine 
steroid rheumatoid reaction 
therapy) arthritis 


Chart showing distribution of the 34 patients having de- 
pressed redox activity of leukocytes. 


hibit depressed redox activity, while the leu- 
kocytes of normal individuals exhibit depressed 
activity after exposure to the plasma of patients 
with S.L.E. Cooper and his colleagues have 
investigated further the specificity of the redox 
reaction. 

These authors studied 256 individuals. Normal 
values (negative test) were obtained in 222. This 
group included acute and chronic diseases as well 
as 84 normal controls. Depressed redox activity 
(positive test) was found in 34. The chart above 
summarizes the conditions in which the positive 
redox test was found. 

Follow-up of these patients suggests that de- 
pressed redox activity of leukocytes may be 
specific for S.L.E. and hydralazine reaction. For 
example, when positive tests were obtained in 
discoid lupus erythematosus, there were other 
features suggesting systemic involvement. In 
eight of the 12 patients with severe febrile rheu- 
matoid arthritis and positive redox tests, L.E. 
cell preparations eventually became positive. (J. 
Lab. & Clin. Med., 53:457, 1959.) 
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Prostatic Carcinoma 


BUTLER, Braunstein, Freiman and Gall have 
examined certain features of carcinoma of the 
prostate. Previous workers had shown a pre- 
dilection of the tumor for the posterior lobe al- 
though several examples of multicentric origins 
had been presented. 

In the present study, 220 prostate glands from 
autopsied men over 50 years of age were ex- 
amined. The only cases excluded from the study 
were those patients in whom a diagnosis of pros- 
tatic carcinoma was made during life. Seven car- 
cinomas were recognized grossly at autopsy. In 
the remaining 213 cases, 64 contained one or more 
foci of carcinoma, an incidence of 30 per cent. The 
distribution of carcinomas in the 71 glands was 
multicentric or diffuse in about half of the cases. 
In the single foci, lateral lobe involvement was the 
most common, posterior next. 

A study of enzyme distribution in the glands 
revealed marked acid phosphatase and nonspecific 
esterase activity of both the neoplastic and non- 
neoplastic acini. There was no alkaline phospha- 
tase or 5-nucleotidase activity. 

The authors call attention to the high inci- 
dence of prostatic carcinoma over the age of 50 
which isin accord with other series. The frequency 
of multicentric origin is, however, not gen- 
erally appreciated. (AMA. Arch. Pathol., 
68 :243, 1959.) 


Giant Gastric Ulcers 


COHN, Sartin and Sudduth have re-evaluated 
the common teaching that the incidence of can- 
cer increases with the size of a gastric ulcer. The 
only criterion used for choosing study patients 
was a pathologic report of a gastric ulcer with a 
diameter of 2.5 cm. or greater. Forty-eight ac- 
ceptable cases were collected. Forty of these were 
benign giant gastric ulcers. The age distribution 
showed the highest incidence in the sixth decade 
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with a predominance of males. More than half of 
the patients had had symptoms for longer than 
one year. The presenting complaints were not sig- 
nificantly different from peptic ulcer in general. 
Epigastric pain was the most common complaint. 
Physical findings were not generally helpful. Four 
patients with palpable abdominal masses were 
all found to have benign ulcers. 

Gastric analysis was performed in 21 patients. 
Of five patients with malignant ulcers, four had 
no free acid. X-ray studies were obtained in 37 
patients. The radiologist was correct in his 
differentiation of benign and malignant ulcers in 
less than one-third of the examinations. The pre- 
operative surgical diagnosis was incorrect to an 
even greater extent. The location of the ulcers 
was of no diagnostic help. 

Massive gastrointestinal hemorrhage was seen 
in 11 patients, nine with benign ulcers and two 
with malignant. Perforation was seen in six pa- 
tients, all with benign ulcers. Further analysis of 
the data showed that medical treatment of a be- 
nign giant ulcer was seldom effective. The un- 
favorable response to treatment, the susceptibil- 
ity of benign ulcers to bleeding and perforation, 
and the infrequent ability to correctly differ- 
entiate them from malignant ulcers, strongly sug- 
gest the desirability of early surgical exploration. 
(Am. J. Gastroenter., 31:121, 1959.) 


Congenital Nephrotic Syndrome 


HALLMAN and Hijelt of Helsinki describe 18 
cases of congenital nephrotic syndrome seen 
since 1947. These authors consider that this con- 
dition is much more frequent than the few re- 
ports in the literature would indicate. These 18 
cases came from 12 families with a total of 49 
children (37 per cent incidence in these families). 
Eleven other infants in these families were born 
prematurely and died soon after birth. With only 
three exceptions, the infants in this series were 
born three to five weeks prematurely. In the 
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eases for which information is available, the 
placenta was large. 

There was no apparent sex-linkage. No con- 
sanguinity was found, although other authors 
have shown intermarriages in preceding genera- 
tions. Also contrary to previous reports, no high 
familial incidence of allergy was noted. 

Edema frequently occurred immediately after 
birth and was present in all cases by 2 months of 
age. By this time, proteinuria was pronounced. 
Laboratory studies were extensive and were 
typical of the nephrotic syndrome, although 
blood cholesterol levels did not reach the levels 
found in adult nephrotics. 

Seventeen of these children had died by the 
time this report was prepared. The living child 
was 8 months of age. The latest death occurred 
at 19 months. Post-mortem examinations showed 
the usual renal changes of the nephrotic syn- 
drome: glomerulonephritis and membraneous 
glomerulonephritis. Electron microscopy in three 
cases showed the absence of typical foot proces- 
ses and splitting of the basement membranes. 

The etiology in these cases remains obscure. 
Further study, including placental factors, may 
indicate that congenital nephrotic syndrome has 
an etiology different from that of nephrotic syn- 
drome in older children. (J. Pediatrics, 55:152, 
1959.) 


Treatment of Gonorrhea 


ONE hundred thirteen men with acute anterior 
gonococcal urethritis were treated with tetra- 
cycline by Marmell and Prigot. The diagnosis 
was established by conventional laboratory 
methods, and all patients met the following cri- 
teria before being accepted for study. 

1. A purulent urethral discharge. 

2. A smear test showing leukocytes with intra- 
cellular Gram-negative diplococci. 

8.A culture of the discharge positive for 
Neisseria gonorrheae. 
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4. No previous treatment for the current infec- 
tion. 

The patients were considered cured if post- 
treatment smears and cultures became negative 
and remained so for two or more cultures taken 
during an observation period of not less than six 
days. 

Three dosage schedules were employed in the 
treatment. In the first schedule, 750 mg. of tetra- 
cycline was administered for one day in three 
divided doses. The second schedule consisted of 
1 Gm. of the antibiotic administered for one day 
in four divided doses. Under the third schedule, 
the patients received three 500-mg. doses totaling 
1.5 Gm. for one day. 

There was no failure of therapeutic response 
among the patients who received 1.5 Gm. of 
tetracycline. Among the patients who received 
1 Gm. of tetracycline, the cure rate was 89 per 
cent, while 79 per cent were cured in the group 
who received 0.75 Gm. (see the chart below). None 
of the patients who received medication com- 
plained of any side effects, nor were any observed 
by the examining physician. The results justify 
the conclusion that 1 Gm. of tetracycline appears 
to be the minimal effective dose in the treatment 
of gonorrhea. (Antibiot. Med. & Clin. Therapy, 
6:108, 1959.) 


Results of treatment of gonorrhea in men, 
with various doses of tetracycline 
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Massive Hemoptysis in Mitral Stenosis 


LUNGER REPORTS a case of mitral stenosis in 
which pulmonary hemorrhage reached exsanguin- 
ating proportions and was dramatically con- 
trolled by emergency mitral commissurotomy. 
The causes of hemoptysis in patients with mitral 
stenosis include independent pulmonary dis- 
eases, pulmonary thrombosis and embolism, pul- 
monary edema and pulmonary apoplexy (par- 
oxysmal pulmonary hemorrhage). In the author’s 
case it is likely that the hemorrhage was due to 
pulmonary apoplexy. 

Patients with mitral stenosis have dilatation 
and enlargement of anastomoses between bron- 
chiolar and pulmonary venules. The rising pres- 
sure of the left atrium in mitral stenosis leads to 
dilatation of the submucosal bronchial veins 
which are incapable of handling the increased 
flow. Ulceration or rupture of these vessels is 
believed to be the proximate cause of severe 
hemorrhage. (New Eng. J. Med., 261:393, 1959.) 


Trachoma and Inclusion Blennorrhea 


RESEARCH into the nature of the agents that 
cause trachoma and inclusion blennorrhea has 
not been as fruitful as in the cases of other virus 
diseases. There is no suitable experimental ani- 
mal and serologic responses are very weak. Blatt- 
ner has summarized the recent publications that 
have characterized these agents further. 

These infections can be detected in the con- 
junctival exudates or scrapings from patients. 
Inclusion-bearing epithelial cells are seen readily 
when appropriately stained. The viruses them- 
selves resemble rickettsiae in their staining char- 
acteristics, and they are susceptible to sulfon- 
amides and broad-spectrum antibiotics. They 
have been classed in the psittacosis-lympho- 
granuloma group. The virus of trachoma has 
been designated Chlamydozoon trachomatis, and 
that of inclusion blennorrhea, Chlamydozoon 
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oculogenitale. Both viruses have now been iso- 
lated and propagated in the developing hen’s egg. 

Recently, syndromes produced by the inclusion 
blennorrhea virus have included nonbacterial 
urethritis in the male and nonbacterial urogenital 
infection in the female. A virus strain was isolated 
from the cervix of a mother whose newborn in- 
fant developed inclusion blennorrhea. Electron 
microscopy of these strains revealed elementary 
bodies “identical in appearance with those of 
trachoma and with other members of the psit- 
tacosis-lymphogranuloma group.” These strains 
also share a complement-fixing group antigen 
with members of the psittacosis-lymphogranulo- 
ma group. (J. Pediatrics, 55:405, 1959.) 


CHISOLM POINTS out that the clinical usefulness 
of urinary amino acid studies lies in clues to asso- 
ciated disorders of cellular function. With one 
exception, the presence of the various amino 
acids in excessive amounts in the urine is not 
known to be deleterious. (The exception is cystin- 
uria, in which the greatly elevated concentrations 
of cystine in the urine may promote calculus for- 
mation.) Hyperaminoaciduria does not lead to 
amino acid depletion in the nutritional sense. 

Both renal and hepatic factors are important 
in the normal stabilization of plasma amino acid 
concentrations. Pathologic aminoacidurias are 
classified as (1) “overflow” aminoaciduria, (2) 
renal aminoaciduria and (8) certain unclassified 
lesions. The “overflow” defects are due to exces- 
sive plasma levels of amino acids, and these are 
often caused by severe liver disease. Examples of 
such defects are phenylketonuria, hyperglycinu- 
ria and “maple syrup urine disease.” 

Defective renal tubular reabsorption is the 
principal factor in the specific renal aminoacid- 
urias. Examples include: cystinosis, Fanconi syn- 
drome, vitamin D deficiency states, heavy metal 
intoxications, several other poisonings, Wilson’s 
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disease, galactosemia, congenital renal tubular 
acidosis, multiple myeloma, glycogen storage dis- 
ease and others. 

Unclassified aminoacidurias include those that 
accompany nephrosis and those that accompany 
increased protein catabolism (e.g., burns, steroid 
therapy, muscle degeneration). 

Chisolm’s group has been interested particu- 
larly in the patterns of amino acid excretion in 
the defects of renal tubular function. Renal 
aminoaciduria is frequently associated with other 
disorders of renal tubular function, and also ma~.- 
ifestations referable to other organs, particularly 
the liver and the brain. Examples of other renal 
tubular defects found in association include renal 
glycosuria and “potassium-losing”’ nephritis. 

Hypophosphatemic states are also common. 
Some of these can be differentiated on the basis of 
the amino acid excretion pattern with which they 
are associated. For example, there is a specific 
pattern of “vitamin D resistant osteomalacia 
with hyperglycinuria.’’ As therapy differs in these 
various states, urinary amino acid studies assume 
a very practical significance. 

In a similar way, such studies of the urine (and 
semiquantitative paper chromatographic estima- 
tion is adequate) facilitate the accurate diagnosis 
of cerebral defects which have similar clinical 
features (e.g., phenylketonuria and “maple syrup 
urine disease’’). (J. Pediatrics, 55: 308, 1959.) 


Hepatic Coma Treatment 


LAWRENCE has defined two major routes by 
which peripheral blood ammonia may become 
elevated in hepatic coma. As illustrated in the 
figure at the right, the liver may be diseased with 
resulting impaired conversion of ammonia to 
urea. The second route for elevation of blood 
ammonia occurs when large quantities of am- 
monia bypass the liver, such as happens in porta- 
caval shunt. A combination of the two mechan- 
isms may exist in patients with portal cirrhosis. 
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MECHANISMS OF BLOOD AMMONIA ELEVATION 


These patients have chronic liver damage as well 
as natural portal systemic shunt associated with 
portal hypertension. 

The results of therapy of 96 patients with 
episodes of hepatic coma utilizing intravenous 
monosodium glutamate indicated lowering of 
blood ammonia in 80 per cent and improvement 
in mental status in 63 per cent. The ammonia 
toxicity secondary to circulatory bypass of the 
liver was more easily managed than those clinical 
situations (cirrhosis, cancer) where the liver 
was damaged or replaced by disease. (S.G.O., 
109:139, 1959.) 


Esophageal Varices 


PATIENTS with portal hypertension and eso- 
phageal varices resulting in repeated hema- 
temesis present a most challenging therapeutic 
problem. More than 50 per cent of such patients 
having intra- or extrahepatic portal vein block 
will succumb to hemorrhage if untreated. There 
is usually subsequent hemorrhage in those that 
survive. For many years, surgeons have developed 
and applied various operative procedures de- 
signed to prevent varix bleeding. A review of the 
literature discloses that there is no single or com- 
bination of operative procedures which has been 
tried extensively and proved to cure all such 
patients. 

At present, the nonemergency treatment of 
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patients with portal hypertension and recurrent 
bleeding from esophageal varices is, and should 
be, a portocaval shunt. Where this operation 
fails or cannot be done, Habif believes that a par- 
tial esophagogastrectomy, of the iower one-third 
of the esophagus and the upper 5 cm. of stomach, 
should be done. He has performed this operation 
in 21 patients. Seventeen of these patients had 
extrahepatic block and four had cirrhosis. There 
were four deaths, and among the 17 survivors, 
two had further hemorrhage. Nineteen of the 21 
patients had reconstruction with an interposed 
isolated segment of jejunum, seven with an iso- 
lated vascular pedicle where the segment of 
jejunum was supplied through a single artery 
and vein to the arcuate, and 12 without interrup- 
tion of the arcuate vessels distally. In the other 
two patients an esophagogastrectomy and a 
Roux-Y esophagojejunostomy were done respec- 
tively when it was not technically possible to 
interpose the jejunal segment. 

This operative procedure is difficult and the 
mortality is high. However, in all of these pa- 
tients simpler operative procedures had been 
tried as well as extensive medical therapy without 
satisfactory results. In view of more than 50 per 
cent of the patients being improved by this 
operation, it seems wise to continue it in selected 
patients. (Surgery, 46:212, 1959.) 


Vitamin E 


NITOWSKY AND GORDON have summarized evi- 
dence that establishes a role for tocopherol (vita- 
min E) in human nutrition. 

Tocopherol is a fat-soluble vitamin. Many pa- 
tients with steatorrhea have been found to have 
low plasma tocopherol levels, increased hemolysis 
of erythrocytes in dilute hydrogen peroxide, and 
increased urinary and plasma creatine. These 
particular abnormalities were reversed in pa- 
tients with cystic fibrosis of the pancreas, by the 
administration of tocopherol. 
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Newborn infants, both full-term and prema- 
ture, are born with low plasma tocopherol con- 
centrations. They also have increased hemolysis 
of erythrocytes. 

Finally, post-mortem examinations of patients 
with cystic fibrosis of the pancreas and congenital 
biliary atresia reveal focal lesions in the skeletal 
muscles and ceroid pigment in the gastrointes- 
tinal smooth muscle. These lesions are character- 
istic of tocopherol deficiency in animals. (J. Pedi- 
atries, 55:315, 1959.) 


Staphylococcic Bacteremia 


ONE HUNDRED consecutive case records of staphy- 
lococcic bacteremia were studied by Abboud and 
Waisbren and the clinical responses to the admin- 
istration of different antibiotics were determined. 
The reliability of the tube dilution sensitivity test 
was investigated by a correlation of the result 
of the sensitivity in vitro by the tube dilution 
method with the effect of the administration of 
the various antibiotics to patients with staphylo- 
coccic bacteremia. 

The most important information derived from 
this study was the distinct correlation between 
in vitro resistance and lack of clinical response 
when a minimal inhibitory concentration of 6 
meg. per ml. was used as the dividing point. In 
only one instance out of 133 trials was the clinical 
response obtained when the staphylococci grew 
in the concentration of 6 meg. of antibiotic per 
ml. This suggests an alternative method of labo- 
ratory testing for those who feel that it is not safe 
to. trust a patient’s welfare to disk sensitivity 
tests. The alternative is the use of the single tube 
dilution containing a final concentration of 6 
meg. of antibiotic per ml. If the organism is re- 
sistant to 6 meg. of an antibiotic per ml., the 
authors’ study suggests practically no change of 
response. If it is inhibited by 6 meg. the thera- 
peutic trial of the drug is justified. On the other 
hand, there was not always a clinical response 
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when the organism was more sensitive. Host fac- 
tors and complications must always be consid- 
ered. (Arch. Int. Med., 104:226, 1959.) 


Antibiotic Sensitivity Testing 

IN SPITE of its widespread use, there exists con- 
siderable variability in the performance of the 
disk technique of antibiotic sensitivity testing ac- 
cording to Bauer and his associates. There are 
two methods of performing and interpreting the 
tests. In the first method, two or three disks con- 
taining different concentrations are used for each 
antibiotic. The presence or absence of a zone of 
inhibition of growth without regard to its size is 
used to determine susceptibility. A definite zone 
of inhibition around the lowest concentration 
disk indicates that the organism is sensitive, 
whereas absence of a zone with the highest con- 
centration disk indicates resistance. Various grad- 
ations between these extremes indicate a partial 
degree of susceptibility and are called slightly 
sensitive or moderately resistant. This is the 
method recommended by manufacturers of com- 
mercial disks and is the one used by the vast 
majority of laboratories in this country. 

The second method is the single disk method, 
which uses only one disk for each antibiotic and 
the degree of susceptibility is based on the size of 
the zone of inhibition around the disk. An im- 
portant advantage is that it is possible to test the 
sensitivity of the microdrganism to ten or 12 anti- 
biotics on a single large Petri dish. This method 
is widely used abroad and those who have em- 
ployed it in this country have found a good cor- 
relation between zone sizes and the degree of sus- 
ceptibility of bacteria. 

The authors record their results of antibiotic 
sensitivity tests performed in a hospital labora- 
tory with use of a single high concentration disk 
for each antibiotic and with measurement of the 
zone sizes to determine the susceptibility in ap- 
proximately 2,000 strains of staphylococci. A 
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good correlation was noted between the diameter 
of the zone of inhibition and the degree of suscep- 
tibility as determined by the more accurate tube 
dilution tests. Sensitive strains showed large 
zones of inhibition while resistant strains had 
small] zones. The authors conclude that this meth- 
od is more economical, simpler to perform and 
more accurate than the multiple disk methods 
now commonly used. (Arch. Int. Med., 104:208, 
1959.) 


Oral Poison Ivy Prophylaxis 


LANGS AND STRAUSS REPORT a controlled study 
of the effects of oral use of an alum-precipitated 
pyridine-ivy complex for protection against poi- 
son ivy. A double-blind technique was employed 
in a group of 142 men exposed to poison ivy 
several times a week. 

The pertinent results of this controlled portion 
of the study are summarized in the chart below. 
The authors conclude that this is a safe and effec- 
tive means of oral prophylaxis against poison ivy 
dermatitis. (J. Allergy, 30:130, 1959.) 


507 
Immunized 


Placebo 


20- 

33 

> 

All subjects Subjects 

with prior history 
of poison ivy 


Chart showing incidence of poison ivy among subjects receiv- 
ing oral ivy complex and control subjects. The columns on the 
right represent frequencies of dermatitis among known “‘sensi- 
tive’’ men. 
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Collagen Disease and the Lung 


EYLER REVIEWS the pulmonary findings in colla- 
gen disease. Hypersensitivity is a presumed 
cause of collagen disease and a specific “‘anti- 
genic pneumonitis” has been described in dis- 
seminated lupus with a variable acute edematous 
phase progressing to pulmonary fibrosis with, in 
some cases, cor pulmonale. A linear fibrotic lung 
x-ray pattern may also appear in periarteritis 
nodosa with changes in the result of both inflam- 
matory and vascular involvement. Eyler con- 
cludes that pulmonary lesions are common in 
lupus erythematosus, periarteritis nodosa and 
scleroderma, but infrequent in rheumatic fever, 
rheumatoid arthritis and dermatomyositis. (Radi- 
ology, 73:109, 1959.) 


Extraocular Muscle Paralysis in Diabetes 


THE neurologic complications in diabetes have 
been extensively studied and recorded in recent 
years, especially peripheral diabetic neuropathy 
characterized by loss of peripheral reflexes, hyper- 
esthesia, paresthesias, nocturnal pain and motor 
paralysis with muscular atrophy. More recently, 
manifestation of disturbed autonomic nerve func- 
tion with loss of sweating and pilomotor control, 
orthostatic hypotension, tachycardia, pupillary 
abnormalities, gastrointestinal motor disturb- 
ances, impotence, atonic bladder and other 
sphincter disturbances have been emphasized. 

According to King, paralyses of the cranial 
nerves have received little attention in diabetics. 
He reports three cases of paralysis of the ocular 
muscles seen in diabetics. In two, the oculomotor, 
and in one, the abducens nerves were involved. 
In each, recovery was spontaneous and all had 
complete return of function in a few weeks. 

The syndrome of ocular paralysis occurring in 
diabetes is characterized by weakness of the 
muscle innervated by one nerve, usually the 
third. Pain of the involved eye, or side of the face, 
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is usually present and often severe. The pupil is 
characteristically not involved. Pathogenesis is 
apparently ischemia of-the nerve due to a lesion 
of the vasa nervorum. (Arch. Int. Med., 104:318, 
1959.) 


Intracerebral Hemorrhage in Children 


McDONALD STRESSES the importance in differ- 
ential diagnosis of intracerebral hemorrhage in 
children due to microscopic vascular hamartoma. 
All of the previous pertinent reports are con- 
cerned with autopsy material. Yet, this is a be- 
nign lesion that can be cured by surgical evacua- 
tion. 

In these cases, the child complains of a sudden 
headache and is drowsy or stuporous. There is no 
history of trauma. Focal neurologic signs and 
signs of increasing intracranial pressure develop 
within two or three hours. Cerebrospinal fluid 
often contains no blood and the pressure may 
be normal. Mild fever and lymphocytes in the 
spinal fluid may suggest viral encephalitis. How- 
ever, the progressive neurologic changes and the 
lack of systemic signs should suggest an intra- 
cerebral mass. 

In the patient described by McDonald, ven- 
triculograms showed a large mass in the right 
parietal occipital region. At craniotomy, a large 
hematoma was found lying within the posterior 
portion of the right cerebral hemisphere. The 
hematoma was removed and several biopsies 
were made of the wall of the cavity. These 
showed the cause of the hemorrhage to be a 
microscopic vascular hamartoma. Recovery has 
been complete except for slight muscular rigidity. 

It has been suggested that in these cases the 
prognosis can be quite good because the small 
angiomas are probably destroyed by the massive 
hemorrhage. Recurrence is unlikely. It is obvious 
that this diagnosis, rapidly fatal if left unat- 
tended, is an important one to consider. (J. 
Pediatrics, 55:200, 1959.) 
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Cigarettes Again 
IN AN ANALYSIS of the cause of death of 200,000 
National Service Life Insurance policyholders, 
Dorn indicates a markedly increased risk in cig- 
arette smokers to the development of lung cancer. 

As can be seen in the chart at the right, the risk 
appears localized to cigarette smokers and par- 
ticularly to those who smoke upwards of one 
pack daily. 

The lung cancer risk is out of proportion to the 
mild increase in other diseases in smokers. This 
finding supports the previous surveys in the 
United States and Great Britain which implicate 
cigarettes as one cause of the mounting (35,000 
cases per year) public health problem of lung 
cancer. (Public Health Reports, 74:581, 1959.) 


Aplasia or Hypoplasia 
of One Pulmonary Artery 


FISHER AND VAN EPpPs point out that aplasia or 
hypoplasia of one pulmonary artery can no 
longer be classified as a rare disease. These 
authors report on seven patients in whom such a 
diagnosis was suspected clinically and confirmed 
by radiologic studies. 

In general, the clinical findings in hypoplasia 
or absence of one pulmonary artery include 
asymmetry of the thorax, diminished expansion 
and decreased breath sounds on the affected side, 
hyper-resonance over the unaffected side, and 
occasionally a systolic murmur along the left 
sternal border or at the cardiac apex. Cough, 
dyspnea, hemoptysis and recurrent pulmonary 
infection are common. Besides confirmation of 
the physical signs mentioned, the most important 
radiologic sign is the difference in vascularity of 
the two lung fields. 

The authors emphasize that detection of dimin- 
ished or absent pulmonary arteries depends on 
familiarity with the normal pulmonary arterial 
attenuation pattern. In severe hypoplasia or in 
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aplasia, compensatory dilatation of the unaf- 
fected pulmonary artery may be striking. Rou- 
tine angiocardiograms are not necessary for diag- 
nosis unless there is obliteration of the normal 
vascular pattern by bronchiectasis or some other 
condition. 

Pulmonary function studies revealed little 
compromise of normal lung function. The fact 
that the lung volumes remained normal suggests 
that the normal lung is capable of expanding to 
fill the thorax. However, superimposed infection 
can cause marked abnormalities of function. 

Finally, the authors stress that congenital 


159 


i ‘Cancer except lung - 1.30 
‘Cancer except lung - 1.36 
Cardiovascular - 1.00 
tung cancer - 1.50 


Tips from 
Other Journals 


abnormalities of a pulmonary artery are always 
associated with some maldevelopment of the 
lung. The extent of the pulmonary anomaly is 
quite variable. (Am. Heart J., 58:26, 1959.) 


Hiatus Hernia 


JACOBS has re-examined some of the perennial 
questions about hiatus hernias, particularly their 
relationship to gastrointestinal symptomatology. 
One hundred and thirty-seven hospitalized pa- 
tients and 101 outpatients were included in the 
study. Epigastric pain, for which there was no 
evidence of another cause, was the most common 
symptom, being present in about one-third of the 
patients. Frequently an aggravation of pain was 
noted on lying down. Heartburn was the second 
most common symptom, nausea third and sub- 
sternal chest pain fourth. A congenitally short 
esophagus was not seen in the present series. 
Obesity, pregnancy, sudden increases in intra- 
abdominal pressure, as in lifting, did appear to 
play an etiologic role. 

Two complications of hiatus hernias are note- 
worthy—esophagitis and hemorrhage. The diag- 
nosis of the first is usually made by endoscopy. 
Spasm and stricture may be seen radiologically 
but are usually not marked enough to be helpful 
diagnostically. The incidence of bleeding in hiatus 
hernia is a matter of controversy. The medical 
treatment of hiatus hernia consists of attempts to 


decrease reflux of gastric juice and to neutralize | 


the gastric juice acidity. Weight reduction, loose 
garments, elevation of the head of the bed and 
antacids may be helpful. (J. Mt. Sinai Hosp., 
26:464, 1959.) 


Fibrinolytic Activity in Pregnancy 
GILLMAN, Naidoo and Hathorn hypothesized 
that the sex hormones play a role in the develop- 


ment of atherosclerosis. Animal work had shown 
effects of sex hormones on plasma fibrinogen and 
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fibrinolytic activity. They speculated that the in- 
fluence of sex hormones on vascular endothelium 
might be mediated through changes in fibrinolytic 
activity of the serum. 

These authors chose two groups of African 
women, pregnant and nonpregnant. Plasma fi- 
brinogen levels and fibrinolytic activity were 
measured during pregnancy and in the post- 
partum period. Fibrinolytic activity was meas- 
ured by the euglobulin lysis time method, a 
method said to be more sensitive than other com- 
monly used ones. The findings included a pro- 
gressive rise in plasma fibrinogen until the thirty- 
sixth week. Fibrinolytic activity dropped sharply 
in the thirteenth to twenty-eighth weeks and 
then rose after the second stage of labor. 

The authors believe that these effects are at- 
tributable to the changes in sex hormone balance 
taking place. They conclude that humans, as well 
as animals, are influenced in their plasma fi- 
brinolytic activity by sex hormones. The applica- 
tion to clinical findings is presently unclear. 
(Lancet, 2:70, 1959.) 


Essentiality of Hypertension 


PLATT HAS ANALYZED the data on frequency dis- 
tribution of blood pressure readings with age. He 
contests the theory of Pickering that blood pres- 
sure is a continuous and not a discontinuously 
distributed feature of the population, and that 
what we call essential hypertension is no more 
than the tail end of a distribution curve. 

Platt analyzes the age groups in the Pickering 
data. By addition of the diastolic and systolic 
blood pressure readings, using the theory that 
more recorders utilize tens than fives, he demon- 
strates a bimodal curve of hypertension incidence 
in the previously presented single curve data of 
Pickering. By this analysis he reasserts the possi- 
bility that essential hypertension is a true entity 
and of possible hereditable etiology. (Lancet, 
2:55, 1959.) 
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Penicillin in Gonorrheal Urethritis 


OF A SERIES of 165 patients with gonorrhea 
treated by Barile, seven failed to respond to the 
intramuscular administration of 600,000 units of 
procaine penicillin G given daily for three days. 
The failure of penicillin to irradicate gonorrhea 
can be explained in several ways: (1) the desired 
blood level of penicillin was not reached and 
maintained long enough; (2) the N-gonorrhoeae 
strains were resistant to the blood levels of peni- 
cillin, and (3) resistant variants of the gonococcus 
(L-forms of N-gonorrhea) were induced in the 
patients during penicillin therapy. 

The resistant N-gonorrhoeae strains showed 
considerable morphologic variations. Changes 
were noted in the size, shape and general appear- 
ance of the colonies. Microscopically the bacteri- 
al cells appeared somewhat fragile and plastic, 
similar to the morphologic picture seen during 
the transformation of the organisms into the L- 
form. Barile suggests the possibility that peni- 
cillin produced L-forms in vivo and offers this as 
an explanation for the therapeutic failures. He 
was able to induce L-forms in vitro by exposing 
the bacterial parent variants to the action of 
penicillin. 

In recent years the amount of penicillin used 
for treatment of gonorrhea has increased. In the 
early investigations a total of 200,000 units of 
penicillin gave the satisfactory cure. Today at 
least five times that amount is advised and used. 
In the author’s series, a good response to chloram- 
phenicol, 250 mg. four times daily for five days, 
was promptly obtained in the penicillin resistant 
cases. (Antibiot. Med. & Clin. Therap., 6:470, 
1959.) 


Psittacosis in Poultry-Plant Workers 


RINDGE, Jungherr and Scruggs provide evidence 
to confirm that chicken flocks are a reservoir of 
Psittacosis, a potential hazard for poultry-plant 
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workers. Their investigation had its origin from 
contact with a patient in whom a diagnosis of 
psittacosis was made in 1956. 

That patient—a 43-year-old woman—was 
known to be a poultry-plant worker. Serologic 
tests for previous psittacosis among workers’ in 
six such plants in the same geographic area gave 
the results shown in the diagram below. Among 
some of the “‘reactors’”’ there were individuals in 
whom a history indicated an illness that might 
well have been psittacosis. 

The number of reactors among poultry-plant 
workers was significantly greater than in a control 
group of people engaged in other occupations. 
Also, the poultry-plant employees who showed 
positive reactions on serologic testing for psit- 
tacosis were the ones who worked in the process 
of evisceration of the chickens (in contrast to 
“noneviscerators” who included office staff, kill- 
ers, clean-up men, truck drivers and supervisors). 

The investigation was extended by means of 
serologic tests on poultry flocks in the neighbor- 
hood. This disclosed “‘a suspicious concentration 
of ‘reactors’ on both a geographic and a flock 
basis.”” (New England J. Med., 260:1214, 1959.) 


Incidence of positive serologic reactions 
for psittacosis among poultry-plant workers 
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Bone Marrow Needle Biopsy 


BRODY AND FINCH record their experience with 
a bedside Vim-Silverman bone marrow biopsy 
technique on 20 patients. The posterior superior 
iliac spine was the site of biopsy in all instances. 

Bone marrow needle biopsy was performed on 
13 patients whose marrow aspirations had re- 
sulted in “dry taps.” Six of these patients had 
marrow infiltration with either lymphoma or leu- 
kemic cells, three showed hypoplasia of the bone 
marrow with fatty replacement and two revealed 
a myelofibrosis. Of the two remaining patients, 
one was a patient with thrombocytopenic pur- 
pura whose marrow aspiration had been unsuc- 
cessful. Bone marrow biopsy indicated that the 
marrow was very cellular with an increase in im- 
mature megakaryocytes. In this instance, there- 
fore, the correct diagnosis of idiopathic thrombo- 
cytopenic purpura rather than that of a secondary 
purpura was established. The other patient had 
a bone marrow which revealed a depression of 
the erythroid elements. 

Bone marrow biopsy was performed on four 
patients with suspected granulomatous disease. 
No granulomas were found but adequate tissue 
for their detection was obtained. In another in- 
stance, metastatic carcinoma was suspected in a 
patient because of an osteoblastic area noted in 
the vertebral column by x-ray. Neoplastic cells 
were demonstrated in this section. One biopsy 
was performed on a patient who, by aspiration, 
was noted to have extensive eosinophilic, lympho- 
cytic and plasmocytic infiltration of the marrow. 
The biopsy showed this to be a diffuse and gen- 
eralized process without neoplastic or granuloma- 
tous invasion. 

In one case the procedure was performed with- 
out difficulty on a 26-month-old child whose bone 
marrow was markedly hypoplastic. 

A number of other techniques have been de- 
vised in order to obtain a bone marrow biopsy 
specimen. These include the use of special needles, 
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miniature drills with a brace and bit, and surgi- 
cal intervention or surgical trephine operations. 
Some of these techniques require the use of the 
operating room and general anesthesia, the move- 
ment of critically ill patients and the learning of 
special procedures which may be difficult, time- 
consuming and unreliable. The modified Vim- 
Silverman needle technique for bone marrow 
biopsy may be done at the bedside without elab- 
orate equipment and with a minimum of discom- 
fort to the patient. The procedure is well tolerated 
by patients who are toxic and critically ill. The 
authors believe that this method will supplant 
the use of a surgical trephine procedure for biopsy 
of the bone marrow in most instances. (Am. J. 
Med. Sci., 238:140, 1959.) 


Psychiatric Insurance 


ALT CONSIDERS the economics of provision of 
psychiatric care and compares the Consultative 
Service offered in the Health Insurance Plan of 
Greater New York to the full treatment provided 
by the West Berlin Health Insurance Fund. 
Only 10 per cent of the population of the United 
States is in a financial position to buy private 
psychiatric care. The inability of existing medical 
care programs to include psychiatric service is 
due to the high cost of the service and its scarcity. 
The possibilities of community care and the 
success of the West Berlin Plan are presented to 
stimulate collaboration between the health and 
insurance professions in the meeting of the con- 
sumer’s growing demand for psychiatric in- 
surance. (Pub. Health Rep., 74:687, 1959.) 


Two-Sided Tetralogy 
IMPROVED diagnostic acumen in congenital heart 
disease has resulted in better knowledge of the 
variabilities in types of congenital cardiac lesions. 
As Keats and Martt point out, the misnamed 
tetralogy of Fallot has only two features, pul- 
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monic stenosis and ventricular septal defect, 
which are essential in the diagnosis. The right 
ventricular hypertrophy is a secondary phenom- 


’ enon and the dextraposition of the aorta is of 


functional origin and not anatomic, relating to 
the defect in the membranous septum. Keats and 
Martt report four cases in whom a “balanced 
shunt” occurred, implying that the ventricular 
septal defect was functionally closed to shunting 
of significant amounts of blood due to a balance 
established with the obstruction of the pulmo- 
nary valve. Their cases were proved by cardiac 
catheterization, and the author suggests that this 
condition must also be considered in the differ- 
ential diagnosis of acyanotic congenital heart 
disease. (Am. J. Roent. Rad. Therap., 82: 417, 
1959.) 


Diuretic Mechanisms 


THE EFFECTS of mercurial diuretics and chloro- 
thiazide are compared by Heinemann and asso- 
ciates. Chlorothiazide acts at both the proximal 
and distal tubule with the result that a marked 
increase in solute excretion results. In contrast, 
mercurial diuretics are thought to act by inhibit- 
ing solute absorption only in the proximal tubule, 
but permitting selective solute absorption in the 
distal tubule with the preponderant effect being 
an increased water excretion. There are condi- 
tions of reduced free water formation, such as 
heart failure with diminished glomerular filtra- 
tion, where mercurial diuretics would not be ef- 
fective. 

The authors suggest that occasional combined 
use of chlorothiazide and mercurial may be more 
effective when given in combination than when 
used alone. Proximal inhibition of tubular absorp- 
tion by mercurial diuretics would be enhanced by 
the combined effect of chlorothiazide, and the 
potassium loss with chlorothiazide might be re- 
duced by prior mercurial use when indicated. 
(Am. J. Med., 26:853, 1959.) 
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Mitral valve area indices for three cases in which mitral 
stenosis recurred following commissurotomy. 


Recurrence of Mitral Stenosis 


OPINIONS ABOUT recurrent mitral stenosis vary 
from categoric denial of its occurrence, to the 
belief that it occurs only after a recrudescence of 
rheumatic carditis or after inadequate commis- 
surotomy. In an extensive report on the early and 
late hemodynamic effects of mitral commissurot- 
omy, Lyons and his colleagues found clinical and 
laboratory evidence of recurrence of stenosis in 
three out of 12 cases with long-term follow-ups. 

In the chart above, the mitral valve area indices 
(calculated by the formula of Gorlin and Gorlin) 
for these three cases are shown at varying inter- 
vals after valvulotomy. The total data for these 
three cases indicated that hemodynamic im- 
provement was effected by the operation, that 
this improvement was maintained for eight to 15 
months postoperatively, and that stenosis re- 
curred in the fourth and fifth years after opera- 
tion. Two of these patients were re-explored and 
found to have severe mitral stenosis. (J. Lab. & 
Clin. Med., 53:499, 1959.) 


Inguinal Hernia and Hydrocele 


THE IMPERFECT OBLITERATION of processus vag- 
inalis peritonali is a common, congenital abnor- 
mality that leads to a majority of the clinically 
troublesome indirect inguinal hernias or persis- 
tent hydroceles encountered in infancy and child- 
hood. Bilateral inguinal operations are done when 
both sides are clearly abnormal, but there is con- 
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siderable divergence of opinion as to whether in 
unilateral hernia, the other side should be ex- 
plored also. Gilbert and Clatworthy have sent a 
questionnaire to a large group of pediatric sur- 
geons concerning the problem and have also re- 
viewed a series of 164 cases from the Columbus 
Children’s Hospital. 

The questionnaire indicated that only 17 sur- 
geons routinely performed bilateral inguinal ex- 
ploration upon patients with a unilateral lesion. 
Five surgeons would explore bilaterally if the uni- 
lateral hernia was left-sided. The others thought 
that some indication of a bilateral hernia (posi- 
tive “silk glove sign” or thickening of the cord) 
should be present before bilateral exploration is 
indicated. This was in spite of evidence in the 
literature that in 60 to 70 per cent of patients with 
unilateral hernia, there is a patent processus 
vaginalis on the asymptomatic side. 

Of the 164 patients reviewed, all were admitted 
for a single herniorrhaphy or hydrocelectomy. A 
bilateral inguinal operation was performed on 
each of these patients. None of these patients 
had any history or gross clinical evidence of 
hernia or hydrocele on the side to be explored. 
No patients with undescended testicles or those 
in whom the exploration of the symptomatic side 
failed to show a patent processus vaginalis are in- 
cluded. The exploration of the asymptomatic 
side was considered positive if the processus vag- 
inalis was found to be patent distal to the internal 
inguinal ring and to communicate with the peri- 
toneal cavity. 

The results of the exploration are shown in 
Table 1. Also the patients were compared as to 
age incidence (Table 2). The patients were com- 
pared as to six other factors (Table 3). Finally, 
preoperatively by physical examination a search 
was made for a positive “silk glove sign” or a 
thickened cord, and a prediction made as to the 
results of the exploration. This was found to be 
inaccurate. 

The authors recommend that bilateral herniot- 
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TABLE 1. 
Results of Exploration 
Contralateral Sac 
No. at Operation Per Cent 
Right herniorrhaphy, 
left exploration 87 50 57.5 
Left herniorrhaphy, 
right exploration — 77 49 63.5 
Total 164 99 60.0 
TABLE 2. 
Age Incidence 
Contralateral Sac 
Age Ranges No. at Operation Per Cent 
0-6 months 46 28 «61.0 A 
7-12 months 10 6 60.0 g 
1-2 years 33 20 60.5 WwW 
2-4 years 43 26 60.5 ef 
Over 4 years 32 18 56.5 le 
SE 
TABLE 3. al 
Incidence of Bilateral Hernias in Different Groups m 
Contralateral Sac 
Patent 
No. at Operation Per Cent 
Positive family history 64 41 64.0 
Negative family history 82 47 57.0 
History of prematurity 18 11 61.0 
Males 153 88 57.5 
Females 11 9 82.0 
Presence of 
umbilical hernia 11 6 54.5 


omy be performed on otherwise healthy infants 
and children with unilateral hernia or hydrocele, 
irrespective of age, sex, family history of hernia, 
history of prematurity or side involved. (Am. J. 
Surg., 97:255, 1959.) 


Volume XXI, Number 1 GP 


, 

a 

de 

a A 
th 
re 
re 
ar 

if 
G 


Acute Parathion Poisoning 


Q. I would appreciate a brief résumé on the treat- 
ment of acute Parathion poisoning. I am espe- 
cially interested in the length of treatment, the 
length of usage of atropine intramuscularly, 
the relation of the cholinesterase laboratory test 
in evaluating the condition of the patient and 
the use of the cholinesterase test in following the 
prognosis and course of the patient. How often 
should the test be done during the treatment of 
an acute case of Parathion poisoning? 


A. Symptoms due to Parathion and other or- 
ganic phosphorus insecticides are treated chiefly 
with atropine, which has a moderate inhibitory 
effect on these muscarinelike symptoms, and a 
less striking effect on the central nervous system 
manifestations. Patients who have moderately 
severe symptoms due to these compounds have 
an increased tolerance for atropine. It is recom- 
mended that 2 mg. of atropine be administered in- 
tramuscularly at hourly intervals, or more often 
if necessary, until signs of atropinization appear. 
The dose of atropine may then be reduced, but 
its administration should be continued as long as 
any muscarinelike symptoms are present. Atro- 
pine should not be administered prophylactically 
unless the patient can be observed for 24 hours, 
as it may delay the symptoms of poisoning. More 
recently a combination of atropine and pyridine 
aldoxime methiodide or its methane sulphonate 
derivative have shown promising clinical results. 
Adjuvants to atropine therapy include washing 
the skin, ocular irrigation and gastric lavage to 
remove any unabsorbed insecticide, parenteral 
replacement of fluids, administration of oxygen 
and tracheal intubation, and artificial respiration, 
ifnecessary. If convulsions are severe, the careful 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities in appropriate fields of therapy and diagnosis. 


administration of ether or of a short-acting barbi- 
turate may be of value. Morphine should not be 
administered because it depresses respiration. 
The acute emergency lasts 24 to 48 hours, and 
the patient must be closely watched. Susceptibili- 
ty to relatively small amounts of alkyl phos- 
phates continues until the regeneration of blood 
and tissue cholinesterase is nearly complete. This 
usually requires several weeks, so that further ex- 
posure to organic phosphorus anticholinesterase 
compounds should be avoided during the period. 

Interpretation of the cholinesterase tests as 
evidence of Parathion poisoning are useful as pre- 
ventive measures for confirmation of diagnosis, 
and for determining when cholinesterase regener- 
ation is complete after poisoning. 

The average cholinesterase values of normal 
persons living without exposure to organic phos- 
phorus insecticides have been found to range as 
follows: 


Over-all average 
Red blood cell 0.67 to 
0.86 pH units/hr. 0.77 
Plasma 0.70 to 0.97 pH 
units/hr. 0.88 


Cholinesterase values of 0.5 or less for either 
cells or plasma seem to represent abnormal de- 
pressions for most individuals. Nevertheless, peo- 
ple may experience far greater depressions (to 0.2 
or less) without the onset of clinical signs or 
symptoms. Inhibition of cholinesterase activity 
is the first demonstrable sign of Parathion effect. 
Symptoms and signs of poisoning usually appear 
when red cell cholinesterase activity declines to a 
level within the range of 25 to 50 per cent of nor- 
mal. The finding of a very low activity in both, 
for example, 20 per cent of normal or less, indi- 
cates recent acute poisoning of a severe degree. 
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At death, these values are usually 10 per cent or 
less of the pre-exposure or control level and often 
no measurable activity can be detected in the 
blood. However, the absence of demonstrable 
cholinesterase activity in plasma, or red cells, is 
not necessarily associated with a fatal termina- 
tion, for experimental animals and human beings 
have often been observed to recover with ade- 
quate treatment. If death does not occur, the 
cholinesterase levels of the red cells and plasma 
usually remain at approximately their lowest 
level for a day or two and then begin a steady in- 
crease until normal values are reached. The rate 
of recovery of enzyme activity varies with differ- 
ent species. In man, with levels at or approaching 
zero, about three weeks are required for plasma 
to return to pre-exposure levels; whereas, red cell 
activity returns at a rate of approximately 1/ per 
day. It is interesting to note that in both ex- 
perimental animals and man, complete clinical 
recovery usually takes place within the first 24 
to 48 hours, and before there has been any appre- 
ciable increase in either plasma or red cell activ- 
ity. 


Dextran in Burns 
Q. In the treatment of burns of moderate to serious 


degree, may dextran or a similar product be used 
as a substitute for plasma? 


A. Yes, dextran can be used, in limited quanti- 
ties, as a substitute for plasma in the treatment 
of burns. It appears theoretically advantageous 
to use the low molecular weight dextran avail- 
able in the Swedish product. In all instances, it 
should be recalled, however, that the addition of 
this artificial plasma volume expander dilutes the 
available quantity of native fibrinogen, globulin 
and albumin. 

As a consequence, deficits of a substantial mag- 
nitude may develop if several liters of dextran are 
employed as a plasma substitute in burn therapy. 
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In this general regard, it would appear that the 
4 per cent urea solution has much to recommend 
it as a major therapeutic effort in the manage- 
ment of moderate to serious burns. 


Gout in Chronic Nephritis 

Q. In several cases of chronic nephritis, a picture 
of gouty arthritis was shown in the final 
years of the disease. In each case there was low 
grade elevation of the NPN and elevated uric 
acid. One case was a woman. Is this coin- 
cidence or has such a symptom complex been 
described? 


A. Elevation of serum uric acid concentration in- 
variably accompanies azotemia, regardless of the 
type of underlying renal disease. In spite of this, 
clinical gout is rarely seen in acute or chronic 
renal failure. The one exception to this rule is a 
patient with gout whose renal disease (gouty 
nephritis) precedes the articular manifestations. 
Another way of stating this is—gout may cause 
renal failure, but renal failure does not cause gout 
in spite of the elevated uric acid. 


Infant Immunization 


Q. Please comment on the practice of starting the 
infant immunization schedule with an injection 
before the newborn leaves the hospital. 


A. It does not seem wise to start the infant im- 
munization schedule before the newborn leaves 
the hospital except, perhaps, in the case of moth- 
ers who may be expected to be negligent about 
having the babies injected after discharge from 
the hospital. The adjustments which newborns 
are called upon to make are many; and the same 


_ is true about the mothers, especially of first-born 


children. 
Theoretically there is no objection to this prac- 
tice. 
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New Drugs—Old Diseases 


(American Medical Association, Dallas, Dec. 2) 
POTENT new drugs “even when used properly and 
with the greatest care’ can sometimes cause sick- 
ness similar or identical to well-known diseases. 
Some reactions are predictable, others not. Hy- 
dralazine has caused Libman-Sacks disease in 
patients receiving a full dose for a long period. 
Mechamylamine patients have developed severe 
neurotic anxiety, depression or even psychosis. 
Lung diseases have been attributed to hexame- 
thonium. Alkaloids of rauwolfia serpentina have 
been thought responsible for cases of depression, 
indigestion, diarrhea and peptic ulcer.—Dnr. 
JESSE D. RISING, University of Kansas School of 
Medicine. 


Anxiety in Pregnancy 


(Ibid., Dec. 1) EXCESSIVE ANXIETY stemming 
from fear or guilt may cause such symptoms in 
pregnancy as headache, “‘morning sickness,”’ in- 
somnia, tension and backache. Meprobamate has 
shown good success in most of 800 women with 
these symptoms. The physician can also do much 
to allay anxiety by encouraging the patient to 
discuss all aspects of her pregnancy, emotional as 
well as physical—Drs. HENRY A. BELAFSKY, 
SAMUEL BRESLOW, JACK E. SANGOLD and LEON- 
ARD M. Hirscu, Perth Amboy, N.J., General 
Hospital. 


Radium Therapy 

(Radiological Society of North America, Chicago, 
Nov. 19) ‘RADIUM treatment for cancer of the 
cervix does not induce an increase in the inci- 
dence of leukemia among the survivors” of the 
cancer. The findings are based upon follow-up 
of more than 71,000 women receiving radiation 
treatment at 36 medical centers over the world. 
—Dr. NorMAN Simon, Oak Ridge, Tenn. 
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Nuclear Test Effects 


(Ibid., Nov. 18) IF the moratorium on nuclear 
weapons tests became permanent, fallout would 
lead “‘to a genetic dose of 52 mrads and a lifetime 
dose of 62 mrads to roughly one-half of the popu- 
lation of the United States, an increase of approx- 
imately 1 per cent over that arising from natural 
radiation. The continuous testing of nuclear 
weapons at the rate occurring between 1954 and 
1959 would result in an increase of the whole body 
dose of some 6 per cent over that occurring nat- 
urally.””—P. F. GusTAFSON, PH.D., Argonne Na- 
tional Laboratory, Lemont, Iil. 


Penicillin and Tetanus 


(Symposium on Acute Injuries, Cleveland, Oct. 7) 
IN some instances, antibiotics may be more effec- 
tive than ordinary doses of tetanus antitoxin in 
combating tetanus. Administered within an hour 
or two after injury, the antibiotics may be able 
to prevent growth of tetanus bacteria before they 
produce toxin. Antibiotics could be especially 
useful for persons allergic to horse serum in the | 
antitoxin.—Dr. EDWARD S. STAFFORD, The Johns 
Hopkins University School of Medicine, Baltimore. 


Misrepresented Nostrums 


(Arthritis and Rheumatism Foundation announce- 
ment, New York, Nov. 9) FIVE MILLION Amer- 
ican sufferers from arthritis are victimized to the 
tune of $250 million annually by deceitful adver- 
tising and promotion, a survey finds. Such 
amounts are wasted upon various devices includ- 
ing vibrating machines, metal bands and braces, 
uranium ores and medicaments ranging from 
“glorified aspirins” to pills, poultices, liniments, 
juices and other food fads, and misleading books. 
A campaign is planned to eliminate “this serious 
threat to the health and welfare of the American 
public.” 
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Gout Treatment 


(Southern Medical Association, Atlanta, Ga., Nov. 
16) Colchicine is still one of the safest drugs for 
gout. It is effective in treating the joint disorder 
while probenecide helps elimination of uric acid. 
—Dr. JoHN H. TALBoTT, Buffalo, N.Y. 


Physician’s Art 

(University of Michigan announcement, Ann Ar- 
bor, Nov. 11) ‘ABOUT one-third of the effective- 
ness of many modern drugs still depends upon the 
personality of the physician. If a patient desper- 
ately wants relief and trusts his physician, he 
sometimes can get as much relief from a sugar 
tablet as from a drug.”” This “demonstrates one 
of the most beautiful qualities of the physician— 
an almost magic ability to do great good for his 
patient through the force of his own personality. 
This is an important part of the art of being a 
doctor.” —Dr. EDWARD F. DomINo, pharmacolo- 
gist, University of Michigan Medical Center. 


Drinking Habits 

(Gerontological Society, Detroit, Nov. 13) TEEN- 
AGE drinking habits set the pattern for alcohol 
throughout life, including old age. A study of 
drinking habits of persons aged 60 and more finds 
that the majority of moderate and excessive con- 
sumers began imbibing between ages 16 and 20. 
Most of the excessive drinkers had started at ages 
between 12 and 16. “If a person has not drunk 
before 25, it is not likely that he will begin.” 
—Dr. Davin J. PITTMAN, sociologist, Washington 
University School of Medicine, St. Louis. 


Psychic Energizers 
(Veterans Administration announcement, Wash- 
ington, Nov. 17) 'TWENTY-SEVEN HOSPITALS are 
engaged in a project to determine whether psy- 


chic energizers added to therapy with chlorpro- 
mazine will benefit apathetic, chronic patients 
with schizophrenia. Test subjects are 500 chronic 
patients, with the goal of decreasing apathy and 
withdrawal while increasing and maintaining 
alertness and controlled activity. The energiz- 
ing drugs employed are impramine, dextroam- 
phetamine, trifluoperazine and isocarboxizid. 


Ulcer Therapy 


(International College of Surgeons lecture, Chicago, 
Nov. 24) “SOME surgeons like to operate on 
most of their ulcer patients. I’m against it. No 
doctor has himself operated on if he finds he has 
an ulcer. I’m sure ulcers are due to emotions. 
Remove the troubling emotion and you have a 
good chance of curing the ulcer. If you can keep 
happy, you can keep from getting an ulcer. ... 
Instead of immediately giving belladonna and 
tranquilizers, we should just sit down with the 
patient and ask, ‘Are you happy?’. We may be 
surprised to find the cause of the trouble is a 
drunken husband, a feeble-minded child, a hated 
job.”—Dr. WALTER C. ALVAREZ, Chicago. 


Nibbles Versus Meals 


(Council on Arteriosclerosis of the American Heart 
Association, Chicago, Nov. 8) CONSUMPTION of 
three regular meals daily may be harder on the 
heart and arteries than consuming the same 
amount of food through frequent nibbling during 
the day. “Instead of putting peak demands on 
our organs of metabolism, we should meter our 
food to them gradually. There is nothing nutri- 
tionally sacred about eating two or three meals a 
day.” This observation is based upon experiments 
limited thus far mainly to chickens. In one such 
study, chickens fed regular meals developed seven 
times more artery trouble than those which 
nibbled food.—Dr. CLARENCE COHN, Michael 


Reese Hospital, Chicago. 
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Special Features 


Outwitting the Nutritional Quacks 


LOIS LAMME 


“We have indeed been too kind to quackery and have 
thereby contributed to the problem. The day must 
come when the force of public opinion will be ef- 
fectively aroused against this evil.” 


THIS STATEMENT was made recently by Dr. Al- 
bert H. Holland, Jr., medical director of the Food 
and Drug Administration. Dr. Holland stressed 
that the medical profession must assume a more 
aggressive role in the war against quacks and that 
a great deal of “‘grass roots” interest is needed if 
quackery is ever to be controlled. 

Quackery has existed since ancient times—but 
it’s becoming more and more sophisticated. It’s 
now at its highest level in history. The quacks 
are organizing, not only to disseminate their 
fraudulent products and propaganda but also to 
oppose recognized medical treatment. 

The field of nutrition provides a fertile area for 
quacks. In fact, HEW Secretary Arthur S. Flem- 
ming says that unscrupulous operations in this 
field have become the most widespread and ex- 
pensive form of medical quackery in this coun- 
try. In a recent survey, the American Dietetic 
Association found about 200 current food fads 
and fantasies. 

The FDA estimates that some 50,000 door-to- 
door salesmen sell food supplements. These in- 
dividuals, along with the retail, mail order and 
health lecture food faddists, do a_ half-billion 
dollar business that affects more than ten million 
Americans. 

Mail order promotion of medical frauds has 
reached its greatest proportions in history. On an- 
other front, the National Better Business Bureau 
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reports that it has been receiving ten times as 
many complaints about food, drug and cosmetic 
products as it was two years ago. 


‘A Little Learning’ 
This rampant nutritional quackery thrives on 
half-truths and misinformation, with pseudoscien- 


tists taking advantage of the increasing interest 
in nutrition. 


The oldtime “‘medicine man” has his modern day counter- 


part in the “doorstep diagnostician” who peddles supplements _ 


purported to cure everything from lack of will power to 
cataracts. 
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Outwitting 
the Nutritional 
Quack 


At each stage in the advancement of this Dr Olson urges improvement in the standards of 


science, more and more honest people are vic- the practice of clinical nutrition by physicians in 
timized by their less scrupulous fellow citizens. our country. He says that unfortunately many 
This is in spite of an abundance of both good food practitioners of medicine are not fully informed 
and knowledge of nutrition. This is true because in the field of nutrition and diet therapy. 
knowledge of the subject is too often a blending “Clinical nutrition is a specialty of medicine,” 
of fact and fancy. Dr. Olson said. “It should be practiced by physi- 
Of course, the quacks work feverishly to un- cians and other allied professional personnel 

dermine the confidence of the people in their nat- rather than by high-pressure salesmen. It is our 

ural food supply. An effective program of nutri- responsibility to see that this becomes a reality 

. tion education has lagged. However, the outlook through improved teaching of nutrition in medi- 

? for a better program is improving, in view of a cal schools and in postgraduate training ac- 

2 concerted attack on nutritional quackery re- tivities.” 

cently launched by the AMA, the FDA and the 

National Better Business Bureau. . 

3 Another approach to stamping out the evil is Tighter Legislation Needed 

; proposed by Dr. Robert E. Olson, Department of In addition to more health education, more 
Biochemistry and Nutrition at the University of stringent legislation is needed to curtail quackery. 
Pittsburgh’s Graduate School of Public Health. Effective enforcement at local, state and federal 


levels is equally important. Dr. K. L. Milstead, 
director of the FDA Division of Regulatory 
Management, points out that many quacks con- 
fine their operations within state borders. 

“Some of the states have good laws but inade- 
quate enforcement facilities,’’ Dr. Milstead said. 
ig ‘‘We need the help of state and local officials to 
deal with quackery.” 

Dr. Milstead believes the educational program 
will bring about increased public awareness of 
the problem which will help materially in achiev- 
ing better enforcement at all levels. 

Enforcement in this field is quite difficult, 
however, because the products are sold door-to- 
door. Also, much of the literature on nutrition 
includes topics which have not been fully in- 
vestigated. Quacks take full advantage of prema- 
ture, overenthusiastic and pseudoscientific ex- 
ploitation of nutritional theories. 
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FDA Wins Legal Battles 
The FDA has successfully outwitted food quacks in the court- 2 : 
room. Their scare techniques and high pressure salesmanship In spite of these disadvantages, however, the 


are not so believable when challenged by scientific facts. FDA has been singularly effective in all the legal 
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actions that have been taken against nutritional 
quackery to date. 

Two of the leading, notorious nutritional 
quacks have been tried and convicted. Adolphus 
Honhonsee traveled about the country selling 
peppermint tea, wheat germ hearts and other 
products for treatment of gall stones, arthritis, 
tuberculosis, diabetes, epilepsy and other ail- 
ments. He had no training either in medicine or 
nutrition. 

V. E. Irons, equally lacking in scientific train- 
ing, set up a house-to-house business of selling 
Vit-Ra-Tox. His salesmen used the theme that 
malnutrition is widespread in this country and 
that it causes practically all illnesses. 


The Quacks’ Line 

Here is one of the seven current pitches used 
by these fakers. These are outlined by the AMA 
and the FDA as follows: 

1. Most disease is due to improper diet. This line 
is basic to the food quack. The theme, which has 
many variations, is that disease is caused by 
chemical imbalance in the body, the result of a 
faulty diet. The quacks maintain that it is almost 
impossible for the average person to eat a com- 
pletely adequate diet; therefore, a food supple- 
ment is needed. 

The AMA stresses that while there are a few 
diseases caused by dietary deficiencies, they are 
rarely encountered in the United States. Ameri- 
cans actually have to go out of their way to avoid 
being well nourished. 

2. Soil depletion causes malnutrition. According 
to this theory, our soil has been impoverished by 
repeated cropping, and foods grown on it are nu- 
tritionally inferior. Faddists claim that up to 95 
per cent of our farmland does not contain the 
necessary minerals and vitamins. 

Actually, there is no scientific basis for the 
theory that crops grown on poor soil are inferior 
nutritionally. Some soils do not produce good 
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The quacks convince many families that it is almost im- 
possible for them to obtain an adequate diet. However, 


scientists advise that it is almost impossible for the American 
people to have an inadequate diet. 


yields, it is true, but the nutritional value of such 
crops is not affected. The only disease known to 
be associated with a soil or water deficiency is 
simple goiter. 

3. Chemical fertilizers poison the land and the 
crops grown on it. The faddists claim that arti- 
ficial fertilizers devitalize the soil and that people 
who eat food grown on this fertilized land are sub- 
ject to all sorts of diseases. Eating so-called “‘nat- 
ural” foods and supplementing the diet with 
various special products, the faddists say, is the 
only salvation. 

The government has conducted extensive re- 
search that shows that the nutritional value of 
foods is not affected by fertilizers used on the 
soil. 

4. Certain “‘wonder’’ foods have a “‘wonder’’ 
power. The faddists promote lists of so-called 
“wonder” foods which are supposed to offer all 
sorts of therapeutic advantages. 

Some of these lists have included whole grains, 
bran and wheat germs, which are not wonder 
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foods and which may irritate the digestive sys- 
tem. Commercial yogurt really is just an expen- 
sive form of milk, with the same nutritive value. 
These foods—along with sea kelp, blackstrap 
molasses and others—do provide nutrients, but 
the same values can be obtained from the stand- 
ard combinations of more palatable and familiar 
foods. 

5. Certain types of cooking utensils are harmful 
to foods. Some faddists proclaim that aluminum 
utensils are slowly poisoning our bodies. This 
line of talk makes a good entree to sale of “‘non- 
poisonous” cooking utensils. 

According to the American Cancer Society, 
use of aluminum cooking utensils does not con- 
taminate food nor in any way contribute to the 
development of any disease. The AMA Council 


Many of the food quacks obtain fancy prices for kitchenware 
on the premise that aluminum utensils are slowly poisoning 
our bodies. This line has been refuted by the AMA Council on 
Foods and Nutrition and the American Cancer Society. 
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on Foods and Nutrition reports that there is ab- 
solutely no scientific basis for claiming that food 
prepared in aluminum cooking utensils can cause 
cancer or be injurious in any way. 

6. Processing and cooking removes nutritional 
values in food. Faddists frequently grossly exag- 
gerate the fact that some methods of processing 
and cooking do remove or reduce some of the 
vitamin or mineral content of foods. This is 
another gimmick for selling various types of 
cooking utensils at greatly inflated prices. 

Actually, modern food processing methods 
have been designed to preserve or restore the nu- 
tritional values of foods, and many housewives 
have been educated to avoid overcooking. That 
these measures have succeeded is attested to by 
the rarity of such deficiency diseases as beri-beri 
and pellagra. 

7. Subclinical deficiencies are a menace. A sub- 
clinical deficiency is one for which there are no 
observable symptoms. But this is one of the 
faddists’ most telling arguments. Because, of 
course, all normal persons at some time suffer 
from “that tired feeling’’ and vague aches or 
pains. This myth is especially effective for hypo- 
chondriacs. 


Dangers of ‘Doorstep Diagnoses’ 


Most of the supplements are neither helpful 
nor harmful, but they become a real menace when 
people rely on “doorstep diagnoses” when they 
need to go to their doctors. Or when the buyer 
relies on the supplement rather than a normal, 
well-balanced diet. In addition, the economic 
burden to the individual, to the ethical industries 
and to society reaches serious proportions. Many 
times, the pills, pellets, powders and capsules are 
bought by people who can ill afford to waste their 
money. 

Adherents to faddism are won over by an ap- 
peal to hope, fear and superstition. And often the 
more extreme the quack remedy, the more con- 
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verts flock to it. Dr. Milstead, a top FDA official, 
has said, ‘““These people want to be food faddists 
—they are a certain psychologic type who want 
to attract attention by eating peculiar things.” 
Other people like to believe in magic and are 
afraid to go to a doctor. That is why so many 
were “‘taken in” by ‘“‘Pure Pacific Sea Kelp” pro- 
moted at $4.50 per bottle. The dealer claimed 
that this seaweed would produce will power, vig- 
or and stamina; coagulate blood in wounds; pre- 
vent tuberculosis, rickets and excessive weight; 
distribute hormones in the body; stimulate 
memory; harden bones and teeth; build brain 
and nerves; maintain normal heart beat, and 
prevent hardening of the arteries and cataract of 
the eyes. 


Even Scientists Succumb 


As pointed out by W. H. Sebrell, Jr., from the 
National Institutes of Health, Bethesda, even 
the scientist is not immune to faddism. Mr. Se- 
brell warns that the scientist should be careful 
not to impart unfounded enthusiasms to the 
public and that he should subject current fads to 
experimental evaluation. 

Adelia M. Beeuwkes, University of Michigan 
School of Public Health, warns against the once 
reputable professional person who becomes a pup- 
pet for the pseudoscientists. She states that these 
individuals wield a disproportionate influence 
since many people look to professional groups for 
facts upon which they can rely. 

The AMA has compiled a few telltale signs for 
recognizing a quack. He is probably a charlatan 
if he: 

Uses a “‘secret’’ formula for curing disease; 

Guarantees a quick cure; 

Advertises or uses case histories and testimo- 
nials to promote his cure; 

Clamors for medical investigation and recog- 
nition, or claims medical men are persecuting 
him or are afraid of his competition. 
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Lots of money has been made by quack “‘health lecturers’”’ who 
rent rooms at swank hotels and give series of lectures. They 
may invite a mailing list of well-to-do persons, or perhaps 
patrons of “‘health stores.’’ The “‘lecturers’’ get around to sell- 
ing their food supplements or “‘poison-free”’ kitchenwares. 


Their Sales Techniques 


Nutritional quacks work in various ways. 
There are thousands of door-to-door salesmen, 
smooth-talking and pseudosophisticated. These 
men are independent operators; they can buy 
their products from the supplement manufac- 
turers and misrepresent it at their own risk. The 
manufacturers are almost untouchable against 
federal misbranding laws. 

Sales organizations of the food supplement 
companies were described by Joseph N. Bell in 
Today’s Health: “Every customer is also a poten- 
tial salesman, and this is one of the selling points 
in the sales pitch. District sales representatives 
may have dozens of part-time salesmen working 
for them... .” 
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Outwitting 
the Nutritional 
Quack 


Mr. Bell reported that in one town a Sunday 
School superintendent was peddling a supple- 
ment to his students. The sales structure is pyr- 
amiding, with a half-dozen middlemen in be- 
tween, all taking a slice out of the fantastic prices 
of the products. 

An unusual case, which points up the link be- 
tween the oldtime herb doctor and the modern 
version was found in the person of Chief Don A. 
Napier, Tahlequah, Okla., from whom the gov- 
ernment seized $4,675 worth of a product that he 
claimed would cure practically all the ills and 
diseases of mankind. The FDA reported: “This 
case is unusual in that the Indian chief in full 
regalia is no longer promoting the herbs of his 
ancestors, but talks in the modern parlance of 
carbohydrates, vitamins and hormones; recites 
scientific laboratory experiments, condemns mod- 
ern processed, chemically treated foods, not on 
the basis of Indian knowledge but on a pseudo- 
scientific basis.” 


Ke 


~ 


Mail order promotion of medical frauds has reached an all- 
time high, and the FDA reports that millions of copies of 
periodicals have been disseminated attacking the medical 
profession and lauding fake treatments. 
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Another prevalent type of present-day medi- 
cine man is the “health lecturer.” This quack 
operates in an impressive manner, often with en- 
graved invitations to his lectures, which are 
usually given in fine hotels. 

A very effective artifice that the quacks fre- 
quently use is to obtain the endorsement of a 
“scientific” sounding organization. Ostensibly, 
this organization exists only for the good of 
humanity. One example of this type of stratagem 
is the Lee Foundation for Nutritional Research 
in Milwaukee. Dr. Royal Lee, a dentist who does 
not practice dentistry, formed this ‘‘foundation” 
after some run-ins with both the FTC and FDA. 
The organization publishes pseudoscientific in- 
formation to back up claims of the supplement 
salesmen. 


Influence of Pseudoscientific Literature 


Dr. Holland says that millions of copies of 
periodicals, some claiming to be religious, have 
published paid articles that laud fake treatments 
and attack the medical profession. He says many 
people actually believe there is a “medical trust” 
which is aimed at suppressing lifegiving dis- 
coveries in order that physicians can profit finan- 
cially from the various diseases. 

Unfortunately, a large number of people are 
inclined to believe what they read in advertise- 
ments, and the great volume of the quacks’ pro- 
motion through the mails already has been men- 
tioned. In addition, books carry a great deal of 
prestige, and the food quacks have a number of 
them on the market. One, Arthritis and Common 
Sense, was written by a former hospital labora- 
tory helper with a mail-order Ph.D. degree. Dan 
Dale Alexander’s book was on the best seller list 
for quite a long time. 

Other best-selling books have been written by 
Gaylord Hauser and Lelord Kordel, self-styled 
“natural food authorities” whose writings are not 
accepted by nutritionists. 
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Must Redouble Efforts 


There is no simple answer to combatting this 
complex, organized betrayal of the people. 

As mentioned, federal and state laws must be 
strengthened. A more extensive, vigorous educa- 
tional drive already is under way. The FDA has 
established a division of public information with 
the primary function of supervising that agency’s 
informational and educational program. Dr. 
Milstead says that FDA officials learned a great 
deal from the reactions to the public warning 
they issued against the Hoxsey cancer treatment. 
They learned that it takes widespread and re- 
peated dissemination of a public warning to make 
the needed impression. They learned that ex- 
posure of a worthless remedy does not advertise 
and promote it. 

Commendable educational programs have also 
been launched by such organizations as the 
American Home Economies Association, the 
American Dietetic Association, the American 
Public Health Association and the U. S. Depart- 
ment of Agriculture. The American Dietetic As- 
sociation has spent a great deal of time gathering 
data on current popular food misinformation 


with the view of making their educational pro- 
gram more specific. The Michigan Dietetic Asso- 
ciation has compiled a list of authentic books in 
the field of nutrition for the assistance of local 
libraries. 

Many people close to this problem believe 
that the basic problem is one of education. The 
matter is compounded because so many people 
have been conditioned during the recent past to 
regard all pills, capsules and tonics as “miracle 
drugs.” Just as many people think that vitamin 
pills are “‘cure-alls.”” Countless people need more 
vitamin education; they are under the impres- 
sion that vitamins produce energy and tissues. 
They are badly in need of the information that 
vitamins are for the most part essential for the 
efficient and optimum utilization of foods and 
that they are useless unless they have the natural 
foods on which to act. 

As Dr. Holland has said, quackery preys upon 
the ignorant, the suffering and the fearful. This is 
one of the nation’s big public health problems, 
but one that has received comparatively little 
attention. Somehow the true facts of nutrition 
must be made more believable than the deceiving 
lines of the nutritional quacks. 


Kitchen 
for the 
Handicapped 


HANDICAPPED WOMEN will be retrained as homemakers in a novel rehabilitation 
kitchen, a new project at Georgetown University, Washington, D.C. The kitchen is 
in the medical center’s new $3 million Gorman diagnostic and research building. 

Dr. Hugh H. Hussey, dean of the medical school, explains that the kitchen will pro- 
vide new ways for patients to use handicapped muscles. It will retrain men and women 


to handle kitchen and other household equipment. 

Dr. Margaret Kenrick, assistant director of the department of physical medicine, 
says the new unit will provide retraining for women in wheelchairs and that even 
hemaplegics can be taught to peel potatoes with one hand. Dr. Kenrick points out 
that the kitchen ‘is the most dangerous room in the house for the physically handi- 
capped unless they are properly trained.” 

The new physical medicine unit also will provide a special section for retraining the 


physically handicapped to use typewriters, adding machines and other office equipment. 
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LLOYD F. SMITH, 

( 

be 

ac 

Dr. Smith, a general practitioner is 

from Duarte, Calif., has toured Russia twice. di 

Two previous reports of his impressions ul 

of Soviet medical practice he 

have also appeared in GP. pa 

ko 

ca. 

pe IF WE WANTED to show a Russian doctor the over- cu 
+ all quality of medical care in the United States, ca 
. we might start with a general practitioner’s prac- cal 
q tice. Since there is nothing that corresponds to Fr 
q an independent general practitioner in Russia, for 
3 we may learn something of the over-all quality of eas 
it Russian medical care by looking in on a suburban thy 
: e clinic, a village hospital and a state farm. vol 
As we might expect, the medical program out- dy: 

side the larger medical centers falls considerably 

below the level of the metropolitan centers of cal 

Moscow and Leningrad. And the clinics and hos- as 

pitals in Moscow and Leningrad left me quite un- nu: 

impressed. Apart from some brilliant surgery, at | 

Soviet big-city medicine struck me as lacking in mig 

suitable buildings, modern equipment, adequate ver 

pharmaceutical supplies and first-rate laboratory pro 

facilities. ser’ 

On November 11, 1957, I visited the Malak- s 

hovka polyclinic, the hospital at Kraskovo and and 

the village of Zuzino. Besides a Russian inter- tha 

preter, an executive of the Ministry of Health urir 

and a chauffeur, our party included Dr. Toshikazu me! 

; As Wakatsuki, director of the Saku Central Hospital, ame 

general secretary of the Japanese Association of othe 

Rural Medicine. Stat 
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Polyclinic Serves 32,000 


The city of Malakhovka is approximately 50 
miles outside Moscow. The polyclinic which 
serves this area is directed by Dr. Boris Gen, a 
dermatologist. With some pride he told us he was 
born nearby and went to the school he pointed out 
across the street. The polyclinic of Malakhovka 
is said to serve eight surrounding districts. Each 
district is said to have about 4,000 people and is 
under the supervision of its own doctor and nurse. 

Patients get their care in three ways: in the 
home, in the polyclinic or in a hospital. Hospital 
patients for the Malakhovka area go to the Kras- 
kovo hospital. 

I saw a notebook in which patients on home 
care were listed, together with their diagnosis and 
current therapy. Common conditions said to be 
cared for at home were tuberculosis, hypertensive 
cardiovascular disease, peptic ulcers and gastritis. 
From ten to 20 cases were listed under each of the 
four groups above. Named as less common dis- 
eases were nephritis, rheumatism (arthritis ?), 
thyroid disease and bacillary dysentery. Dr. Gen 
volunteered that no cases of diabetes, amebic 
dysentery or typhus were on home care. 

Every patient is said to receive a general physi- 
cal examination twice a year. I heard no details 
as to the type or completeness of these semian- 
nual examinations, but I got the impression that 
at least once a year urinalysis and a blood count 
might be done, and possibly a chest x-ray. The 
very modest laboratory facilities made it seem 
probable that the tests for the 32,000 people 
served by this clinic were not too frequent. 

Suppose that each patient had one urinalysis 
and one blood count per year. On a six-day week 
that would mean about 100 blood counts and 
urinalyses every day. Neither the required equip- 
ment nor personnel were in evidence for this 
amount of lab work, not to mention the many 
other tests said to be done. As in all medical 
statistics supplied by our Soviet colleagues, we 
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must allow for a considerable amount of pressure 
on the doctors to put the best possible impression 
before foreigners. 

The record room was a rather small cubicle, 
with shelves holding small brown envelopes, per- 
haps 6 by 8 in. The records seen were papers 
of various shapes and sizes, not well organized, 
and, to my eyes, appeared incredibly difficult to 
study in their helter-skelter arrangement. 

Dr. Bichkova, an internist, told me about her 
work. She said she works five days a week. In the 
clinic she spends three hours, during which time 
she sees six patients per hour. Then she has three 
and one-half hours to make five home calls. Ad- 
hering to this schedule she would work 3214 hours 
a week, see a total of 115 patients, of whom 90 
would be clinic patients and 25, house calls. Every 
doctor in Russia confirms the impression that their 
lives are, or can be, leisurely. Yet many doctors 
work much more than this. Advancement de- 
pends on outside study, research, satisfactory per- 
formance of the daily stint and party regularity. 
Presumably each doctor reacts to his profession 
as his ambition, health, training and other factors 
indicate. But with 75 per cent of the doctors be- 
ing women, perhaps a rather large percentage 
adhere to the minimum hours demanded. 

While in the laboratory I noted that a blue 
solution, like Benedict’s or Fehling’s, was used to 
test for urine sugar. A Bunsen burner heats the 
urine to test for albumen. No new cases of syphilis 
had been detected in the first ten months of 1957 
in this clinic, and only eight or nine cases of 
gonorrhea. 


Ascariasis Incidence High 

Stool examinations appear to occupy an im- 
portant place, and well they might, for routine 
examination of the feces is said to show from 
15 to 18 per cent positive findings for ascariasis. 
When asked, I said that in 17 years of private 
practice I had seen two cases of ascariasis, one 
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a child of a serviceman just returned from Japan. 
This statement seemed to be received with sur- 
prise and doubt. The enormous incidence of 
ascariasis was checked in several hospitals and 
clinics, and the 15 to 18 per cent incidence ap- 
peared to be taken as a matter of common 
knowledge. 

The routine treatment for ascariasis was de- 
scribed as follows. A rubber, cloth-covered bag is 
filled with 300 to 500 cc. of oxygen from an oxygen 
tank. Depending on the supposed location of the 
worms (in the upper or lower gastrointestinal 
tract), a rectal or stomach tube is passed. The 
oxygen bag is attached to the rectal or stomach 
tube, and oxygen forced manually into the gut 
by squeezing the rubber bag. The 300 to 500 cc. 
of oxygen are forced through the tube slowly, the 
process taking about three minutes. 

The patient lies flat for two hours. The next 
day a laxative of magnesium sulfate is given. The 
theory advanced is that since the ascariasis worms 
are anaerobes, the oxygen stupefies them. The 
Moscow Experimental Institute was said to have 
devised this treatment in 1950-1951. 

Young children, unable to take the oxygen- 
laxative treatment, are said to get an appropriate 
dose of santonin. 


Patients waiiing their turn at the polyclinic. 
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At the time of our visit there were no patients 
in the dental or surgery clinics. The dental drill 
seen could be operated either by foot or elec- 
tricity. 

In the chest clinic, 48 patients were reported 
under treatment for pulmonary tuberculosis. 
Streptomycin and PAS were mentioned as the 
usual chemotherapeutic approach. A rather prim- 
itive pneumothorax apparatus with a water ma- 
nometer and gravity displacement of air was seen. 

In the x-ray department of the chest clinic, 
three films were inspected. Detail in the films was 
poor, as seems the rule in Russia for routine films. 
Distance of tube to film for chest x-rays was 
given as 70 cm., less than half the usual distance 
in this country. Of the three films seen, one looked 
normal, a second showed bilateral apical infiltra- 
tion with cavitation, the third had about 50 per 
cent collapse of the left lung. In this third film 
adequate collapse was prevented by adhesions ex- 
tending from the lung to the chest wall at the 
level of the third to fourth ribs. 

The Malakhovka clinic appeared to be a busy 
place, patients waited placidly, and the relation- 
ship between doctors, nurses and patients seemed 
cordial and agreeable. Equipment in this clinic 
struck me as obsolescent and in short supply. 
Again (and this was heard so often) came the re- 
frain, ‘We have all the necessary equipment, all 
needed drugs, etc.’’ Presumably the Russian clinic 
needs are few, and in any event, a proud people 
must rally to defend the domestic lares and pe- 
nates. Most of us would feel that Russian doctors 
generally get by with a small fraction of the 
equipment, drugs and diagnostic procedures that 
we consider an irreducible minimum. 


Equipment, Drugs Have Low Priority 


We then drove to the nearby town of Kraskovo, 
some ten miles distant. Dr. Alexandra Ivanovna 
Chebotareva, director, said her hospital had 255 
beds and served a population estimated from 
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100,000 to 120,000. Of this number about 70 per 
cent are said to be industrial workers and their 
families, the remainder coming from farms. 

The hospital buildings were of brick, two- 
storied and rambling in design, certainly not mod- 
ern even by Russian standards, and perhaps ante- 
dating the Soviet revolution. 

Dr. Chebotareva said her hospital had 45 doc- 
tors on its staff, predominantly women. We saw 
the maternity wards, nursery and delivery room. 
The hospital was clean, the atmosphere pleasant. 
As expected, the over-all equipment resembled 
that in many other hospitals visited—obsolescent 
and not in abundance. As expected, the brightest 
spot in Russian hospitals is the good bedside 
nursing. 

I heard, but did not see, that six children 
were being treated by specific serum for diph- 
theria, and 20 by penicillin for scarlet fever. 

Deliveries were stated to average 140 per month, 
abortions 60 to 80 per month. Legal abortions in 
Russia are said to be done at the discretion of the 
woman concerned. BCG was said to be given at 
birth, again at 2 and 5 years of age. Obstetric 
patients usually have no visitors. In the nursery 
the newborn had the typical swaddling clothes, 
the cloth-and-blanket wrapping exposing only the 
baby’s face and rendering the infant practically 
rigid. 

Intravenous fluids are almost never seen in use, 
except during some operations. Drugs are not 
conspicuously present. At no time in Russia was 
anything seen that resembled a hospital phar- 
macy. The drugs on any ward or in any delivery 
or operating room were in very modest supply as 
to variety and quantity. The inference seems ines- 
capable that medical equipment and modern 
drugs rated a low priority. 

Soviet doctors greeted us with real cordiality, 
especially when they learned that I was making 
my second tour in Russia. They have an immense 
interest in every aspect of American medical 
practice, and it takes some ingenuity to get them 
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Wrapping the newborn in swaddling clothes is a standard 
practice at the Kraskovo hospital. 


Feldsher Fetisov, who occupies a unique place in the Soviet 
medical system, has no American counterpart. 
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Medical Practice 


to talk about their own work. An American 
doctor fascinated by the sound of his own voice 
would delight in the concentrated attention his 
words receive. 

From the Kraskovo hospital we drove perhaps 
10 to 15 miles to the little village of Zuzino, said 
to contain 100 houses. As you approach the vil- 
lage the road gets rougher and rougher, disap- 
pearing at last into a vague path that tries the 
sturdiness of any vehicle or its passengers. 

The one “‘street’”’ in Zuzino is a mud quagmire, 
flanked by the typical Russian log cabins. In the 
center of town is a little building, not much dif- 
ferent from the rest. This was the health center 


— 


The drug supply at Zuzino, as in other medical centers, 
seemed in short supply. 
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where Alex Terasimovich Fetisov, the feldsher, 
greeted us. 


Feldsher System Unique 


We have no United States counterpart to the 
Russian feldsher. He is an assistant to the doc- 
tors, can perform minor surgery and has some 
obstetric training. Under medical supervision he 
carries out first aid, prescribes for minor illnesses, 
gives intravenous and hypodermic injections, de- 
cides when to call for specialist consultation. He 
has had three years’ training, and with that basis, 
plus his constant work with doctors, his experi- 
ence ripens over the years. He has much in con- 
mon with the American country doctor of some 
50 years ago. 

Feldsher Fetisov said that he served Zuzino 
with its 100 homes and two other neighboring 
villages of 80 and 60 homes respectively. He said 
he was a first aid man, and that specialists come 
once a week from the Kraskovo hospital to see 
cases he selects for their study. Twice a year every- 
one gets some sort of an examination. The feld- 
sher pointed out he had under observation six 
cases of pulmonary tuberculosis, eight of peptic 
ulcer, 18 of hypertension, 15 with gastritis and 
two with dysentery. 

He showed us his little bottles and boxes of 
pharmaceuticals. There were some tablets, but 
most were liquids. One box of six tablets was 
identified as a compound of pyramidon and lumi- 
nal. His treatment for neuroses was a month’s 
course of intravenous injections, 10 cc. each in- 
jection, alternating between 0.5 per cent novo- 
caine and 10 per cent sodium bromide. He said 
this program produced some striking cures. 

The feldsher took us to visit two village houses. 
Their interiors surprised us, for they were far 
better than the log cabin exteriors indicated: 
spotlessly clean, well lighted by electricity, with 
radio and TV, pictures and tapestries on the walls 
and beautiful ikons in the corner. 
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We inspected one open well (similar to the 
others that serve from five to ten houses), pro- 
tected somewhat by a low stone wall. To get 
water, the people use a bucket suspended by a 
rope from a long counterweighted pole. The water 
level seemed 5 or 6 ft. below ground level. Privies 
are outdoors. The combination would seem to 
make a pure water supply impossible. 

Zuzino was said to be part of a state farm, 
where peasants work for the Soviet government. 
This contrasts with the collective type of farm 
where supposedly the peasants own everything 
in common and sell their products to the govern- 
ment or on the open market. ; 

In retrospect the medical facilities of these 
places (the polyclinic of Malakhovka, the Kras- 
kovo hospital and the feldsher office in Zuzino) 
seem rather primitive. Equipment is often out- 
moded and modern drugs limited to say the least. 

On the positive side, medical care is available 
to all without cost, and doctors and nurses show a 
genuine interest in their patients. Beyond ques- 
tion the present set-up represents a not-incon- 
siderable advance over pre-Soviet times. Better 
and better care is promised. For all we know, it 
may be on the way. 


I have gained one strong impression from my 
two trips to Russia. Some of the American gen- 
eral practitioners could make a real contribution 
to a better understanding of both Russian medi- 
cine and Russia generally, if we got a modicum 
of help. 

One needs a background in Russian history and 
literature, plus some facility with the language. 
Given these, a general practitioner can get an 
enthusiastic reception in Russia, for we represent 
something different to Soviet doctors. They go 
overboard for specialization. A doctor who knows 
something about the whole field of medicine as- 
tonishes and intrigues them. You hearconstantly, 
“How do you know all this?” 

If a general practitioner could go to Russia for 
a month or more annually, in a few years’ time he 
could gain wide contacts at all levels and bring 
back what we need so much—factual! medical re- 
porting. Competent general practitioners could in 
some ways do a better job than any specialist, 
however eminent, for Russian medicine is not 
particularly advanced. Any one who can survey 
the whole medical field can report a more bal- 
anced evaluation of what goes on in Soviet medical 
circles. 


Oral Vibrator 


speak fluently. 


BRITISH Information Services reports that Dr. R. T. Tait, a British dental surgeon, 
has devised an “‘oral vibrator’’ to allow patients who have had their larynx removed to 


The vibrator has two parts. One fits in the patient’s mouth and acts as a diaphragm. 
The other fits in the patient’s pocket. The latter, connected with the mouth plate by 
two small wires, has tiny batteries to supply the necessary power. The wires pass 
through the corner of the mouth. 

The patient starts the device by pressing a small button in the pocket unit, which in 
turn starts the diaphragm in the mouth vibrating. By making normal speech move- 


ments he is able to mould the vibrations into intelligible words. 
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And Your Opinion, Doctor? 


Compared to fees charged for medical care, do you think hospital charges are in line? 


In this issue, GP presents 

the fourth in a new question-and-answer series. 
At the end of the article appears a box score 
which is an analysis of the total replies received. 
It is not intended to be a scientific survey. 

It merely reflects opinions gathered through 

a random sampling. 
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FROM a general practitioner’s standpoint, I think 
hospital! charges have advanced more than physi- 
cians’ fees. I think most hospital charges are pos- 
sibly all right but some of the fees, such as G.I. 
series, and the charges made for average drugs 
are much too high. Some hospitals are making it 
almost prohibitive for elderly cardiacs to receive 
proper treatment because of charges for oxygen. 
—DEVEoux L. OWENS, M.D., Harrison, Ark. 


Yes, I personally believe they are in line. The 
over-all benefit to human life certainly far ex- 
ceeds that of other fields of endeavor that com- 
mand much higher fees. When one reads that 
television stars receive fabulous amounts of 
money for five minutes’ work, and that atomic 
missiles, costing millions of dollars, misfire, cer- 
tainly the money spent on medical and hospital 
care seems minimal in comparison. Hospitals 
have given the physician an easier job by accu- 
mulating services. Any profit hospitals make usu- 
ally is used for expansion of facilities. Most hos- 
pitals I have been associated with have been effi- 
cient.—BENHAM R. WRIGLEY, M.D., Peoria, Ill. 


I feel that hospital charges are out of line in the 
following respects: 

1. There should be some adjustment re: meals, 
especially when a patient is on i.v. feedings, and 
paying for both. 

2. Drugs often cost the patient above retail 
price in the hospital. 

3. Often charges for supplies used in the emer- 
gency room seem out of line when there is a flat 
fee for the use of the room. 
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4. The patient is often charged for supplies 
brought to the room that he never uses. He is not 
advised to take them home, neither is he given an 
opportunity to return them. This causes a great 
deal of distress in the doctor’s office, especially 
when it happens repeatedly to the same family. 
The patient wishes to enter another hospital for 
the next period of hospitalization, but because of 
staff restrictions, the doctor is unable to accom- 
modate him, and the doctor’s office staff has to 
act as diplomat. Referring such cases back to the 
hospital has not been satisfactory.— WILLIAM F. 
FORD, M.D., Portland, Ore. 


In Edmond, hospital charges other than medica- 
tion are comparable. However, our hospital fa- 
cilities are not up to standard as far as the build- 
ing is concerned, so it is not fair to compare. In- 
jectables are one and one-half to two times higher 
than charged in the office—RALPH E. PAYNE, 
M.D., Edmond, Okla. 


Comparing fees charged for medical care and 
hospital charges in our local area, I believe they 
are in line. However, if one were to compare fees 
for medical care in this area with hospital charges 
in large metropolitan areas nearby, hospital 
charges are considerably higher.—WENDELL D. 
HAMLIN, M.D., Mineral Point, Wis. 


No. Each year hospitals increase the cost of 
rooms, drugs, dressings, etc. If physicians in- 
creased fees each year, we soon would have gov- 
ernment-controlled medicine—THOMAS G. AB- 
BOTT, M.D., Baltimore, Md. 


Generally speaking, I believe that hospital costs, 
though relatively higher than those of medical 
care, reflect the increased costs for nonprofes- 
sional services that must be paid. However, I do 
believe that there is a group of patients, the mid- 
dle income professional class, who are taxed be- 
yond their means by a long hospital stay. They 
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are charged maximum rates in a sliding scale 
hospital], although they cannot earn money while 
confined. The result is financial distress.— JOSEPH 
M. LANGNER, M.D., Southington, Conn. 


Not in this area! Our fees in relation to other 
expenses are unrealistic. The hospitals are not 
out of line with wage demands and necessities of 
personnel. The disproportion is the fault of com- 
petition among physicians.—RICHARD B. LINK, 
M.D., Tacoma, Wash. 


As shown by several recent unbiased surveys, 
hospital charges have only kept pace with the 
nationwise inflationary trend, so they are “in 
line.”” However, it cannot be denied that charges 
for medical services have not kept pace with the 
ever-increasing cost of living. Doctors, generally 
being self-employed, have fairly well held the line 
on their fee charges, although they have had to 
absorb inflationary costs in their overhead. Hos- 
pitals, forced to pay inflationary prices for equip- 
ment, construction and employee salaries, have 
received criticism for the resulting increase in 
patient cost. This is only a reflection of the per- 
sistence of governmental agencies in their never- 
ceasing propaganda for the socialization of the 
medical profession. Focus enough attention on 
rising medical and hospital costs; deny the spiral- 
ing cost of food, shelter and clothing, despite con- 
clusive evidence to. the contrary, and incite the 
public against such “injustices,’’—these tactics, 
sadly enough, have been eminently successful 
and can only be opposed through public aware- 
ness of the facts—WRIGHT K. SMITH, M.D., 
Dallas, Tex. 


No. However, hospital rate increases can be attrib- 
uted primarily to rising labor costs. Physicians’ 
fees cannot be raised on this basis in the same 
proportion. This increasing disproportion be- 
tween the two will continue unless the current 
inflationary wage-price spiral is halted. It is un- 
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And Your Opinion, 
Doctor? 


fortunate that news items citing the rising costs 
of medical care are usually not careful to assign 
the increases to the proper components but imply 
that doctors’ fees are responsible. This leads 
many patients to believe that such fees are al- 
ready too high and they resent any increase.— 
ROBERT SOHLBERG, JR., M.D., McPherson, Kan. 


No. Hospital charges are excessive as compared 
with medical fees, although the discrepancy is not 
as marked when compared with fees for surgical 
procedures. Laboratory tests in this city are now 
on a per test basis rather than a flat fee basis as 
previously. This tends to increase the cost to the 
average medical patient, especially one who re- 
quires daily blood sugars or prothrombin times. 

Nursing fees, $12 per eight-hour shift, are also 
prohibitive for many patients.—ERWIN S. BER- 
LIN., M.D., Norfolk, Va. 


Definitely not. Most general practice fees are 
probably not high enough in view of the infla- 
tionary costs at the present time. Hospital fees, 
however, have risen out of proportion to general 
medical fees. Administrators should cut unneces- 
sary costs; medical staffs should cooperate. Con- 
sideration should be given to time- and step- 
saving devices for hospital personnel. These de- 
vices might include dictating equipment for 
nurses. Intercom systems between the nursing 
stations and patients’ rooms should save money 
by saving time. Hospitals should be functional 
and pleasant. Most hospital building programs 
cost about 50 per cent more than necessary—the 
extra cost making them “marble palaces.”— 
DONALD R. MARPiES, M.D., Nelson, Neb. 


A few hospitals make money, many lose money. 
This is a result of administrative management. 
Hospital charges are out of line on many items; 
for example, 15 cents per aspirin. Hospital help 
is usually very poor and does not give service to 
the patient. The food is poor in most hospitals. 
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Patients complain because they are paying top 
prices and getting poor food and service. Room 
charges are not out of line, neither are labora- 
tory fees, x-ray charges, etc.—SHERMAN A. 


THOMAS, M.D., Washington, D.C. 


I believe one factor contributing to the high cost 
of hospital care to patients is the type of insur- 
ance which pays for surgery, x-rays, dressing 
supplies, casts, etc., only when provided in a hos- 
pital. This causes physicians to use hospital fa- 
cilities for cases that could be treated in the 
office. This leads to a greater over-all cost to pa- 
tients, through the insurance premiums, but re- 
sults in an immediate saving to the individual 
patient involved.—DaAvip R. BRYAN, M.D., 
Stowe, Vt. 


No. I believe hospital charges are excessive com- 
pared to charges for medical care. This does not 
mean that hospital rates have risen out of pro- 
portion to the spiral of wage increases but rather 
that medical costs are lagging —LEON L. Gor- 
DON, M.D., Lafayette, Colo. 


In our area medical and surgical fees are not ex- 
cessive, but, of course, vary for the amount or 
kind of services rendered. Hospitals, however, 
have a high overhead. Waste (excessive sponges 
used, pouring more alcohol or novocaine than 
needed, etc.) ; nonmedical personnel such as pub- 
lic relations men, a supervisor for volunteer help, 
numerous porters; and a resident training pro- 
gram (of questionable merit) are all factors 
which must be covered by hospital costs.— 
GEORGE L. ARMBRECHT, M.D., Wheeling, W.Va. 


I believe that the differences in hospitals and 
regions of the country are too varied to make a 
generalized answer. In our small hospital, which 
provides care mostly for employees and depend- 
ents of a mining corporation, the hospital 
charges have been raised within the past year 
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and now are comparable with those in neighbor- 
ing cities. Our medical fees have not risen in pro- 
portion. Both hospital and medical charges are 
largely governed by insurance schedules, which 
are average for this part of the country (the 
West).—WILLIAM B. RIRIE, M.D., McGill, Nev. 


Yes. Hospital costs are created by the demands of 
patients and physicians. No hospital is making a 
profit of any consequence. Hospital employees 
are not generally overpaid. More careful consid- 
eration of cost factors in treating patients would 
help control the costs—JUDSON C. GWIN, M.D., 
Jasper, Ala. 


I believe that hospital fees have advanced pro- 
portionately more than medical fees. One reason 
we hear comparatively few complaints about 
hospital fees is that so many patients are covered 
by insurance. There are many examples of the 
hospital fee being much larger than the medical 
fee in minor surgery, when the hospital stay is 
only one day.—ALLAN L. KLEIN, M.D., Fargo, 
N.D. 


No. Our patients are seen by one doctor and per- 
haps by one or two aides who perform all neces- 
sary procedures to render medical care for him in 
our offices. When the patient enters the hospital 
he is given care by many people who employ 
“labor-saving devices.’’ These devices are also 
“money costing.’’ Thus the price of the patient’s 
hospital care rises. An example—the prepack- 


aged, disposable, medicated enema now replaces 
the soap suds enema. The patient may receive 
his money’s worth, but the cost of supplies and 
labor increase the over-all cost much above the 
amount he pays his physician.—EiMER S. 
ZWEIG, M.D., Fort Wayne, Ind. 


I do not know enough about the inner workings of 
a hospital to know what expenses and overhead 
are involved. However, compared to the almost 
negligible rise of doctors’ fees, I do feel that hos- 
pital charges have advanced somewhat precipi- 
tously. The result has been bad public relations 
directed mostly at physicians. I am tired of lis- 
tening to the public complain to what extent 
medical costs have risen, when actually the 
greatest portion is due to increased hospital 
charges. 

Moreover, Blue Cross and similar plans have 
placed an unnecessary burden upon hospitals. If 
patients could go to their family doctors, with 
these insurance plans paying for the office visits, 
a great many of these increased charges would 
never occur.—HARRY TAFF, M.D., Newark, N.J. 


BOX SCORE 
Hospital charges are: 
Out of line (compared with physicians’ fees) 81% 
Not out of line (compared with physi- 
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Practical Public Relations 


ORLAN JONES 


Newspapers and physicians have rarely seen 
eye-to-eye. One newspaperman pleads for better 
relations between the two professions, with practical 
suggestions for a working alliance. 


LET’S FACE IT, Doctor, your public relations leave 
something to be desired, and your continued sus- 
picious, condescending attitude toward newspa- 
pers and newspaper people is hurting more than 
it is helping. 

Before going any further, understand that I am 
not talking about the big city doctor who toils 
away in his ivory tower of indifference. I am 
speaking of John Physician, Small Town, U.S.A. 

He is a doctor whose thoughts along the lines 
of public relations have never gone beyond the 
point of worrying constantly about how to avoid 
being sued. This doctor devotes a large portion of 
his waking hours to keeping the public from know- 
ing how much he earns per year. It has never 
occurred to him that the public could be taught— 
and would accept—the fact that he is probably 
worth more than he actually earns. 

In fact, he may never think on these things be- 
cause, at the first suggestion of any kind of alli- 
ance between the doctor and a public information 
medium, he withdraws behind a shield known as 
the Hippocratic Oath. He didn’t actually know 
there was anything wrong with his public rela- 
tions until he was whammed in the teeth with the 
fact that socialized medicine was sneaking up on 
all sides like a giant spectre. 

Even this, however, has not started him to 
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thinking about trying to let the public know that 
underneath that blue serge suit and fancy white 
shirt beats the heart of a human being—a heart 
that may give out when he is 45 because he works 
too hard. 

No, sir, John Physician settles for the oppor- 
tunity to send his dollars to Washington to back 
a powerful lobby that is making him look even 
sorrier in the eyes of the general public. 

I am a small town newspaperman, and I am 
disgruntled because I am unable to establish a 
satisfactory relationship with the doctors. I am 
able to get an audience with the lawyer, the mer- 
chant and the thief, but not the doctor. Doctors 
prefer either to ignore me or to avoid telling me 
what I need to know. 


Accidents ‘Bone of Contention’ 


I cite as an example the business of getting in- 
formation about people injured in automobile 
accidents. One doctor in my town refuses to give 
out any information about accident victims be- 
cause a distant relative (who is a doctor) was 
sued many years ago for telling reporters the con- 
dition of a patient. 

By and large, the doctors seem to gauge what 
they say on the basis of their own notions about 
their liability in court. Yet even more difficult to 
deal with is the doctor who fails to cooperate with 
reporters out of a sense of misguided loyalty to 
his more influential or pet patients. 

Recently, a group of young people from promi- 
nent families were injured in a car wreck, and it 
was rumored that one girl had suffered a frac- 
tured skull. The youngsters were on their way toa 
church youth rally, and there was nothing shame- 
ful about the wreck itself, but the doctor chose 
not to mention the fracture in giving me a report. 
By nightfall, the rumor had spread and most of 
the town thought the girl was at death’s door. 

A concise, accurate report would have stopped 
all this. 
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At the first suggestion of an alliance between the doctor and a 
public information medium, he withdraws behind a shield 
known as the Hippocratic Oath. 


If she had a fractured skull and it wasn’t seri- 
ous, the public would have accepted it that way. 
If the fractured skull made her situation doubtful, 
the public would have accepted this, but they 
wouldn’t have gossiped. They would have known. 

Newspaper people take the attitude that an acci- 
dent on a public highway is not a private matter. 
If a doctor takes it upon himself to shield his pa- 
tient—for whatever reason—he alienates the 
newspaperman, and I think he alienates the public. 

Some newspapers resort to the expression, 
“Attending physicians refused to reveal the condi- 
tion of the victim.’”’ This makes the doctor sound 
like a horse’s neck, and the average reader assumes 
the victim is dying. I do not think the situation 
is grim enough to resort to this tactic, and I am 
not offering it as a threat; it is, however, a fact. 

Most doctors, including many who have been 
in the business for years, conclude their conversa- 
tions concerning wrecks by stating, “You know 
not to use my name, don’t you?” 

It may come as a surprise, but newspapermen 
are taught this as one of the initial steps in their 
training. No qualified newspaperman will ever 
use the name of the doctor in a wreck story, and 
even if he does, somebody up the line will cut it 
out. 

In all fairness, I must confess here that this 
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type of mistake occasionally occurs, because we 
have cubs and quacks in our profession the same 
as you do. I, for one, apologize. 

But to polish off the matter of wrecks, since 
this is the major source of contact between the 
press and the doctor: What the reporter wants, 
you can give, without fear or favor. Is the acci- 
dent victim’s condition critical, serious or fair? 
Does he have any broken bones or other compli- 
cations? The reporter is not interested in a tech- 
nical explanation and would not go into it in his 
story if you gave it to him (unless, of course, your 
patient is President Eisenhower). 

What I would like to suggest is a working rela- 
tionship between the press and the doctors. It is 
quite common for a mayor, a governor or what- 
have-you to confide in a reporter and work out the 
proper timing and release of a news story. Why 
not doctors? 

If you are doubtful about an accident victim 
(or any other patient), give the reporter the facts 
and ask him to clear it with the family. He will. 

Something that doctors don’t seem to know is 
that newspaper people are as dedicated to the job 
of not violating a trust as doctors are. A woman 
reporter who is a wife and mother recently spent 
ten days in jail rather than divulge her source of 
information. This esprit de corps extends even to 
such small town newspapermen as myself, just as 
your excellent set of standards applies to doctors 
in large cities and small towns alike. 

I am pleased to report that in my state, the 
Texas Medical Association announced recently 
there should be better relations between news- 
papers, hospitals and physicians. Furthermore, 
the association has joined the Texas Press Associ- 
ation and the Texas Hospital Association in a joint 
committee to study a code aimed at providing 
the public “with prompt and accurate informa- 
tion within the bounds of good taste.” 

This seems like a step in the right direction, but 
let’s face it, Doctor, what you and I need is a 
better attitude toward one another. 
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Some newspapers resort to the expression, ‘Attending physi- 
cians refused to reveal the condition of the victim.”’ This makes 
the doctor sound like a horse’s neck, and the average reader 
assumes the victim is dying. 


A newspaperman can be the best friend you 
ever had. As your enemy (and you foster that 
attitude), he can do you the worst of harm by 


simply ignoring you. 


Medical Societies: Potential Power 


I am aware of your strict rules against personal 
publicity or notoriety, but I think you overlook 
the potential that exists in your local medical 
society. With the aid of your newspaperman, the 
society could become the sounding board from 
which to tell your story. 

But because of your suspicious attitude regard- 
ing the press, the bulk of your medical societies 
continue to be organizations that do nothing more 
important than hold an annual bal] and elect 
officers. The job of public relations chairman is 
given to 80-year-old Dr. Jones, because he is not 
good for anything else. 

It is my contention that your public relations 
chairman should be a man who either knows, or 
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is willing to get to know, the people who run the 
public information media in his town. 

Medical societies throughout the land remained 
mum when the Salk vaccine first came out. Until, 
that is, the newspapers bowed their necks and put 
on such pressure that the societies could no longer 
remain silent. 

That, of course, renewed the doctor’s fury 
against newspapers in general. It added to his 
notion that newspapers are run by a treacherous 
bunch of sensation hunters who want to cause him 
to be sued. 

Just as businessmen have failed to unite against 
organized labor, you have failed to unite against 
the socialistic hazard which threatens you. 

If a medical society cared to, it could become 
the most respected organization in the community. 
It could use some of its money to run discreet 
advertisements about what medical attention is 
required before children enter school, how best to 
guard against the current outbreak of measles or 
how to get a doctor when it’s your doctor’s night 
off. I understand that this type of thing has been 
done in California with startling success. 

In times of crises, the medical society could 
issue statements through its public relations direc- 
tor advising people what to do. And if the doctors 
cared to confide in the local newspaperman, all of 
these things would be given priority treatment, 
even to the point of read-backs to avoid all possi- 
ble chance of error. 

I am aware that doctors think that medical 
stories in newspapers are written carelessly, but I 
think the opposite is true. If there are misconcep- 
tions, it is because the stories are read carelessly. 
This is something over which I have no control. 
For that matter, neither do you, because the public 
has some pretty careless misconceptions about 
doctors. 

I hate socialized medicine. My wife hates social- 
ized medicine. I am teaching my four sons the 
pitfalls of al] things socialistic. 

Anybody for public relations? 
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“THE GENERAL PRACTITIONER AND THE LAW” 


Negligence and Malpractice 


HOWARD NEWCOMB MORSE, LL.B. 


In this series, a well-known legal author 
discusses some landmark cases 

in the continuing development of the law 
as it pertains to the tort liability 

of physicians. 


Ferrara vs. Galluchio 


Where a patient, who went to a dermatologist for 
treatment of x-ray burns sustained in the course of 
therapy administered by physicians, was informed 
by the dermatologist that she must have the tissue 
examined every six months as cancer might develop, 
and, as a result of such statement, she developed 
severe cancerophobia, she was entitled to recover for 
such mental anguish in her malpractice action 
against the physicians. 


This was a malpractice action against phy- 
sicians. A jury in the Supreme Court of Bronx 
County, N.Y., returned a verdict for the patient, 
and the court entered judgment accordingly. The 
physicians appealed. The Appellate Division of 
the Supreme Court of New York affirmed the 
decision of the court below. The physicians again 
appealed. In the appellate division, a novel 
precedent was established; a patient was awarded 
damages for “‘mental anguish’’ resulting from a 
statement made by her physician. 

The patient, Mrs. Eleanor Ferrara, who was 
suffering from bursitis in the right shoulder, re- 
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ceived a series of x-ray treatments from the phy- 
sicians. After the third treatment she experienced 
a nauseous feeling. She told one of the physicians 
about it before he administered the fourth treat- 
ment. He prescribed certain pills which she pur- 
chased and took. 

At the conclusion of the sixth treatment she 
still had a pain in her right shoulder and one of 
the physicians suggested that, if the pain con- 
tinued, she should come back for a seventh treat- 
ment. The pain persisted and three days later she 
returned and the seventh treatment was admin- 
istered. Subsequently, the shoulder began to itch, 
turned pink, then red and blisters formed. These 
blisters ruptured and the skin peeled, leaving the 
raw flesh of the shoulder exposed. Scabs formed 
and lasted several months. A few lasted as long 
as five or six months and one, several years, leav- 
ing the shoulder with a permanently marginated 
area of skin approximately 3 x 5 in. exhibiting 
telangiectasia, hyperpigmentation, depigmenta- 
tion and a suggestion of atrophy. This condition 
was diagnosed as chronic radiodermatitis which 
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was caused by the x-ray therapy. While the 
blisters were still present, Mrs. Ferrara returned 
to the physicians and showed them the condition 
of her shoulder. They gave her a prescription for 
some salve which she procured and used. 

Approximately two years after the treatments, 
Mrs. Ferrara was referred by her attorney to a 
dermatologist for examination. After taking a 
history and making an examination, the derma- 
tologist prescribed a substance used in the treat- 
ment of radiodermatitis and advised Mrs. Ferrara 
to have her shoulder checked every six months 
inasmuch as the area of the burn might become 
cancerous. 

In addition to claiming that she was entitled 
to damages for physical injury, Mrs. Ferrara 
introduced, on the issue of mental anguish, the 
testimony of a neuropsychiatrist to the effect 
that she was suffering from a severe cancero- 
phobia, that is, the phobic apprehension that she 
would ultimately develop cancer in the site of the 
radiation burn. The witness further testified that 
it was possible that she might have permanent 
symptoms of anxiety. 

The Court of Appeals of New York affirmed 
the decision of the Appellate Division. The Court 
of Appeals declared: “This case is somewhat 
novel, of course, in that it appears to be the first 
case in which a recovery has been allowed against 
the original wrongdoer for purely mental suffer- 
ing arising from information the plaintiff received 
from a doctor to whom she went for treatment of 
the original injury. We have concluded, however, 
that under the circumstances of the case such 
recovery was justified.” 


(The preceding case was heard in the Court of Appeals 
of New York, case number 5 N.Y. 2d 16, 152 N. E. 2d 249.) 


Toy vs. Rickert 


In a malpractice action against a physician who 
administered a dose of penicillin by hypodermic in- 
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jection into a patient’s right buttock, it was held 
that the damaging effect of the injection might well 
have ensued consistently with the exercise of ordi- 
nary professional care by the physician. 


This was a malpractice action against a phy- 
sician. The Law Division of the Superior Court 
of New Jersey rendered judgment in favor of the 
physician, and the patient appealed. 

The patient, Horace R. Toy, a resident of 
Mountain Lakes, N.J., owned and operated his 
own business in New York City. One evening he 
alighted from the train at Mountain Lakes at 
“about 7 o’clock and had a slight chill, a feeling 
that I was getting a cold.”’ Shortly after he ar- 
rived at his home, Toy telephoned and advised 
his physician that he thought an injection of 
penicillin would be a “good idea.”’ 

The physician went to Toy’s home at about 
9 P.M. and obtained some history from Toy con- 
cerning his prior experiences with colds. Toy in- 
formed the physician that colds “usually wound 
up in (his) chest,’’ and that on at least two prior 
occasions, he had received hypodermic injections 
of penicillin. These prior injections had been ad- 
ministered to his right buttock. 

The physician then administered a dose of 
penicillin by hypodermic injection into the pa- 
tient’s right buttock. Within ten seconds the pa- 
tient’s right leg from the thigh to the foot became 
numb, and within 30 minutes he was seized with 
violent shaking. 

The physician, who had remained at the pa- 
tient’s home, then drew a sketch for Toy “‘show- 
ing how the contents of the hypodermic needle 
can get into the area of the sciatic nerve.” The 
patient’s buttock became swollen to such an ex- 
traordinary size that he could neither sit nor lie 
down. 

Several days later Toy was admitted to St. 
Clare’s Hospital, Denville, N.J., where he re- 
mained two days. He continued under the phy- 
sician’s care for eight weeks. The physician pre- 
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scribed and Toy made use of narcotics to relieve 
the pain, and barbiturates which induced three 
hours of sleep each night. 

This treatment continued for three months— 
during the period of the physician’s attendance, 
and afterward at the direction of another phy- 
sician whom Toy engaged in place of his regular 
physician. The insensitivity of the leg subsided in 
about two weeks but was succeeded by extreme 
pain in the patient’s foot. That pain abated in 
about eight months, but Toy continued to have a 
dull ache and walk with a slight limp. 

Toy adduced expert medical testimony which 
established that the cause of the pain was a 
neurovascular demineralization (osteoporosis) of 
the bones in the patient’s foot, and that the con- 
dition was a result of sciatic nerve injury. The 
theory of Toy’s case was that the physician was 
negligent in that he administered the initial 
treatment (of penicillin) improperly. The sole 
factual issue was whether the physician inserted 
the hypodermic needle in an unorthodox manner 
or at a site which is not considered orthodox or 
proper. 

The Appellate Division of the Superior Court 
of New Jersey sustained the decision of the lower 
court. The Appellate Division stated: ‘“We can- 
not say that the occurrence here ordinarily be- 
speaks negligence . . . the damaging effect of this 
injection might well have ensued, consistently 
with the exercise of ordinary professional care by 
defendant.” 


(The preceding case was heard in the Appellate Division of 
the Superior Court of New Jersey, case number 53 N.J. 
Super. 27, 146 A. 2d 510.) 


Wolfsmith vs. Marsh and Barr 


In an action for alleged malpractice in odminister- 
ing a hypodermic injection of sodium pentothal, the 
question of whether the injuries resulting from the 
injection were of a type which ordinarily did not 
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occur in the absence of negligent administration of 
the drug was for the jury. 


This was an action for alleged malpractice. A 
jury in the Superior Court of Lake County, Calif., 
returned a verdict in favor of the physicians, Drs. 
Marsh and Barr, and the court entered judgment 
accordingly. The patient appealed. 

The patient, Mrs. Alberta Wolfsmith, a 47- 
year-old housewife, while under the care of Dr. 
Barr, was admitted as a patient to the Lakeside 
Community Hospital, Lakeport, Calif., to de- 
termine the cause of her obesity. Although she 
was nervous and in somewhat poor health, she 
suffered no particular pain or other discomfort. 

During the first 12 days of Mrs. Wolfsmith’s 
hospitalization, numerous laboratory tests and 
examinations were made. Finally, Dr. Barr or- 
dered that she be given basal metabolism tests. 
Because of her nervous condition and emotional 
make-up, the physician ordered one such test to 
be given her under sodium pentothal and another 
without. In accordance with the custom at the 
hospital, any physician who was free would act 
as anesthetist. In this case it was Dr. Marsh. 

Dr. Marsh first endeavored to inject Mrs. 
Wolfsmith’s left arm, and being unsuccessful 
there, proceeded directly to inject the inner 
aspect of her right knee. At the point where the 
injection was made there was visible to her a 
small ‘‘raised bubble place’”’ which she character- 
ized as a “‘varicose vein.”” Although she became a 
bit “fuzzy’’ following the injection, she did not 
go to sleep. The pain in her leg was immediate. 
She was unable to complain vocally because of 
the rubber apparatus in her mouth which was 
attached to the equipment being used. Upon be- 
ing returned to her ward she felt “excruciating” 
pain in her leg. 

Mrs. Wolfsmith suffered constant pain in her 
leg during the next 63 days, 55 of which she spent 
in the Lakeside Community Hospital, under- 
going treatment in an attempt to effect a cure of 
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her injury. Within two or three days of the injec- 
tion, a thrombosis developed, and shortly after- 
ward, at the site of the injection, a condition 
characterized as a “slough ulcer’”’ developed. 

From the time she first went to Dr. Barr, Mrs. 
Wolfsmith had been given sodium pentothal 
under his direction on at least four occasions and 
had shown no allergy to it, nor had she suffered 
harm from its injection. One of such injections 
had been given by Dr. Marsh, and all were given 
in her arm. 

Following her dismissal from the hospital, Mrs. 
Wolfsmith continued to have extreme pain in her 
leg. She engaged Dr. Kenney, of Santa Rosa, 
Calif. His examination of her leg disclosed a scar 
into which ran two visible varicose veins. He 
placed her in a hospital for nine days, during 
which time he and other physicians in consulta- 
tion with him made a further study of her con- 
dition. 

Dr. Kenney concluded that Mrs. Wolfsmith 
had phlebitis, an inflammation of the vein; an- 
terior tibial strain due to the manner in which 


she walked in order to alleviate the pain; and 
that at the point of the original injection she was 
suffering from causalgia, an “irritating type of 
pain . . . due to some type of irritation within 
the blood vessel.’’ Under the same anesthetic 
(sodium pentothal), which he injected into her 
arm, Dr. Kenney performed surgery on the leg 
and removed the vein, which was diagnosed as 
varicose, from the groin to the ankle and also re- 
moved the scar on her knee. At the same time 
an incision was made on her right flank and a 
piece of the sympathetic nerve removed. 

The District Court of Appeal of California re- 
versed the decision of the trial court because the 
most important issue at stake in the case was not 
submitted to the jury and should have been so 
submitted. That was the question of whether the 
injuries resulting from the injection were of a 
type which ordinarily did not occur in the ab- 
sence of negligent administration of the drug. 


(The preceding case was heard in the District Court of 
Appeal of California, case number 333 P. 2d 71.) 


Amplified THE “Soniscope,” a new electronic device, is expected to reduce the number of 


Heartbeats 


stillborn babies in Britain, reports British Information Services. 
Lionel Fothergill, the inventor, says that one of the chief advantages of the Soni- 


. . scope is that it almost abolishes the use of x-rays in birth operations. 

Aid Delivery By amplifying the sound of heartbeats of both the mother and the unborn baby 
thousands of times, the instrument tells the doctor whether the baby will require 
artificial assistance during birth. If the heart beats too slowly, too quickly or un- 
evenly, the doctor will know that he must use instruments, drugs or even Cesarean 
surgery to hasten the birth. The instrument can also be used for twins and triplets 
(to detect if one of them is in difficulty). 

The heartbeat can be recorded by sound, by light or by graph. The Soniscope is 
so sensitive that it can be used to tell whether the child has a heart defect that will 


require repair. 


Besides the help it affords in childbirth, the Soniscope can also be used to diagnose 
any form of suspected heart trouble. 
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Living With Your Allergy. 
By Samuel M. Feinberg, M.D. Pp. 190. Price, $1.25. J. B. 
Lippincott Company, Philadelphia, 1958. 


Tuis pocket book of 190 pages is intended for the lay 
public rather than for members of the medical pro- 
fession. It covers very adequately the broad field of 
allergic disorders with emphasis on living as well as 
possible with these difficulties. 

Living With Your Allergy, written by a well-known 
allergist, presents in easy-to-understand language a 
concise yet comprehensive account of various aller- 
gies and what can be done about them. It covers such 
topics as inhalant allergies, food allergies, skin con- 
ditions and types of medical treatment, as well as 
seasonal and geographic variations. 

Dr. Samuel M. Feinberg has provided in this small 
book a simple description which could be of some 
value as part of the lending library in each physi- 
cian’s office. One might only suggest that in future 
editions there be listed a glossary of terms used 
rather than interspersed definitions throughout the 
book. — CARROLL L. WITTEN, M.D. 


Antibiotics Annual, 1958-1959. 

Ediied by Henry Welch, PH.D. and Felix Marti-Ibanez, 

M.D. Pp. 1,107. Price, $12. Medical Encyclopedia, Inc., 

New York, 1959. 

THis publication presents the sixth in a series of 
annual reviews of antibiotic therapy. On the 1958 
conference program were presented 27 papers from 
14 foreign countries and 116 papers from the United 
States. Four sessions of the conference, including two 
panel discussions, were devoted to the staphylococcal 
disease problem and the antistaphylococcal antibi- 
otics. These papers and discussions are included in 
detail with a full bibliography at the end of each 
paper. This truly is a work of wide intellectual bril- 
liance, told as concisely and accurately in scientific 
terminology as the information was known to the 
experts collected at this meeting held in Washington, 
D.C., October 15, 16 and 17, 1958. 

The practicing physician who needs more extensive 
detailed information about antibiotics will appreciate 
the material on all of the actions and the comparative 
activities of the various preparations. The clinical 
approach to medical problems of disease in which 
antibiotics may be used to best advantage is well 
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preserved in the text, though a great amount of the 
material presented is pharmacology and bacteriology 
at its best. 

While Antibiotics Annual, 1958-1959, is not an 
essential addition to the working library of most phy- 
sicians, it appears to represent the best available 
source of gathered information regarding the clinical 
use of antibiotics. As a reference book, it merits a 
place on the practitioner’s bookshelf. 

—JOHN A. BROWN, M.D. 


Poisons. Properties, Chemical Identification, Symptoms and 

Emergency Treatment. 

2nd ed. By Vincent J. Brookes and Morris B. Jacobs, 

PH.D. Pp. 288. Price, $6.50. D. Van Nostrand Company, 

Inc., Princeton, N. J., 1958. 

THIS revised handbook lists poisonous substances 
and compounds, including usual household products, 
by their common names. Chemical properties, physio- 
logic effects, fatal doses, identification, symptoms and 
emergency treatment are given. 

Hazardous industrial chemicals, food poisoning, 
poisonous plants, snake and spider bites, radiation 
hazards and chemical warfare agents are among the 
subjects included. All are presented in an orderly, 
readable manner and supplemented by a glossary of 
terms used in the text. 

Although the book was written by a police officer 
and a toxicologist as a manual for police use, only the 
first two chapters are limited to this purpose. 

This book also is of practical value to food and 
drug inspectors, industrial hygienists, pharmacists, 
chemists, nurses and physicians. It should be helpful 
to general practitioners and even to some of their 
more intelligent patients.—FLoyp C. BRATT, M.D. 


for Medical Students. 
8rd ed. By Fred Jenner Hodges, M.D., Isadore Lampe, M.D. 
and John Floyd Holt, M.p. Pp. 438. Price, $8.50. The 
Yearbook Publishers, Inc., Chicago, 1958. 


IN THE 438 pages of this book, the authors’ hope for 
an “easily readable, plausible and convincing expo- 
sition of the medical uses of x-ray and radium”’ is 
realized. Designed for undergraduate medical stu- 
dents, it is also an effective and completely painless 
means by which the busy physician can brush up on 
his knowledge of radiology. 
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3 33 sf a3 About three-fifths of the book is devoted to diag- has 
i nostic radiology and two-fifths to therapeutic. Under av 
az a4 § $ each of these headings, the place of radiology in medi- um 
8 g 3 cine is discussed system by system. The text is de- 
2 tailed enough to be useful but not to the point of 
Sms being tedious. At the end of each chapter there is a 
* * 3° a reading list for those who want more information on a 
3 3 Se. ry 3 a particular subject. 
3 | The authors have succeeded in their attempt to 1 
* = write a book containing those facts necessary to “the wh 
on = clear and usable understanding of radiology which 
= pols } whose undergraduate course failed to do likewise 
7 2 She S204 ag = St } would do well to read this book. So would those who + 
35 © » 2 finished medical school when much of the current 
ae & 6 —Loults F. RITTELMEYER, JR., M.D. we 
> 3 By Henry Dolger, M.D. and Bernard Seeman. Pp. 192. wol 
a8 ges 3 Price, $3.50. W. W. Norton & Company, Inc., New York, 
FF 2 Be 3 is a well-written book intended primarily for Hos 
3 § g 22 those patients who have diabetes mellitus. There are 
> < = 3 many good illustrations which clarify the meaning, 
development, severity and complications of the Dr 
disease. The text was written with the idea of teach- sur 
+) ing a person to live happily with his disease. Newer pla 
i drugs now used in treatment are discussed for the of « 
pat benefit of the patient. tior 
& A complete section of the book discusses fully phe 
a diabetes in the adolescent. A final section is devoted inte 
to giving hope and encouragement to persons who pro 
have the disease. of 1 
It is a book that every general practitioner should ser 
place in the hands of every diabetic patient. In con 
essence, this book gives a view of the disease and of ! 
its treatment that encourages a relatively normal life neg 
for those who have it. —J.C. SANDERS, M.D. 
or 
Emergency War Surgery. hor 
Edited by John Boyd Coates, Jr. Pp. 411. Price, $2.25. ah 
Office of the Surgeon General, Department of the Army, me 
Washington, D.C., 1958. req 
THIS manual was prepared for the armed forces as me 
the United States issue of the NATO Emergency 1 
War Surgery Handbook. Tea 
Although it was compiled to meet the requirements mo 
of the military departments of the United States, it des 
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has many valuable suggestions for the treatment of 
civilian injuries. It would be particularly suitable in 
time of disaster. 

The volume is divided into the following parts: 

1. Types of wounds and injuries. 

2. Response of the body to wounding. 

3. General consideration of wound management. 

4, Regional wounds and injuries. 

The volume contains few illustrations, but those 
which are used are very informative. 

A manual such as this should be at hand in all 
emergency rooms. It is a very valuable quick refer- 
ence for the treatment of many injuries. 

In the event that a disaster strikes a community t 
either from an act of nature or from a thermonuclear & a 
attack, the information contained in this volume 
would save many lives, as the problem of mass 


casualties is dealt with in an adequate fashion. Also , 
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Lotusate 


New somnifacient brings sleep —without lethargy 


An oft-repeated prayer in Tibet today is “Om mani padme hum!” (Oh, the jewel of the 
lotus!). Harmony with the universe is the wish of the pious Tibetan Buddhists. Presumably, 


this incantation, borrowed from Brahmanized ritual, can help. 
ic acid] ) and Caplets, trademarks reg. U.S. Pat. Off, 


ally!-5-sec. 


outlined is establishment of an organization that 
would care for these casualties. 
—MALcom E. PHELPS, M.D. 


Hospital Planning for the Anesthesiologist. 

By William H. L. Dornette, M.D. Pp. 119. Price, $5.25. 

Charles C Thomas, Springfield, Iil., 1958. 
DR. DORNETTE’S brief monograph, for its size, forms a ko 
surprisingly comprehensive review of the essentials of 
planning for new hospital construction or for revision 
of existing facilities. Stressing the need for consulta- 
tion with qualified architects, it begins with an em- 
phasis on selection of proper sites and the necessity of 
integration with the needs of the community. It then 
progresses into consideration of various components 
of the hospital, such as the operating room and its 
service areas, recovery room, ventilation and air 
conditioning. 

Attention is also turned to facilities too often 
neglected, such as hospital communication systems, 
central supply of compressed gases and’ facilities 
for transportation of the patient, both vertically and 
horizontally. A view toward the future is offered by 
a brief consideration of central monitoring equip- 
ment and the possibility of providing ducts for the 
required cables even though funds may not be im- 
mediately available for the actual equipment. 

The style of this book is very factual but highly 
readable. However, the abbreviated style calls for a 
more extensive bibliography, since the reader who 
desires amplification of certain topics is unable in 


Hospital patients, ‘elderly patients, any patients sleep when you give them Lotusate, the 
new intermediate-acting barbiturate. This dependable somnifacient acts in fifteen to thirty 


minutes and the effects last from six to eight hours. Patients wake without lethargy. 


In slender purple Caplets® of 120 mg. (2 grains), Lotusate looks different. 
Adult dosage: Somnifacient —1 purple Caplet 15 to 30 minutes before retiring. 
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many instances to find source material. The photo- 
graphs are well conceived and the text is lightened 
by several amusing cartoons. 

The title of this volume, Hospital Planning for the 
Anesthesiologist, is somewhat misleading. Although 
the topics treated are of interest to the anesthesiolo- 
gist, many of them are of equal concern to anyone 
who works in a hospital. A less restricted title would 
have indicated the usefulness of this book as a handy 
guide not only to anesthesiologists, but to hospital 
administrators, superintendents, nursing supervisors, 
engineers and any practitioner of medicine who con- 
templates hospital construction or merely is dissatis- 
fied with his present working facilities. 

— F. McDERMOTT, M.D. 


Orthopaedics: Principles and Their Application. 

By Samuel L. Turek, Mp. Pp. 906. Price, $22.50. 

J. B. Lippincott Company, Philadelphia, 1959. 
THE value of this book to the general practitioner 
is in direct ratio to his scientific interest in orthopae- 
dics. In the preface to the 906-page volume Dr: Turek 
states, “This work constitutes an effort to record, 
between two covers, accurate scientific facts neces- 
sary to the study and practice of orthopaedic sur- 
gery.” This objective has been admirably achieved 
and an excellent textbook has been developed. 

This book is replete with illustrative drawings, 
representative x-rays, anatomic plates (some of which 
are colored) and colored microphotographs of patho- 
logic conditions discussed. As a concise, quick ortho- 
paedic reference book, affording a busy general 
practitioner salient facts for provisional diagnosis, 
prognosis and treatment, it will probably prove to 
be cumbersome. For the orthopaedic resident or gen- 
eral surgeon requiring a source book, it is current, 
complete and authoritative. 

—CHARLES ROMBOLD, M.D. 


Abnormal Hemoglobins. 
Edited by J. H. P. Jonxis and J. F. Delafresnaye. Pp. 
427. Price, $9.50. Charles C Thomas, Springfield, IU, 
1959. 


Tus book results from one of the symposia organized 
by The Council for International Organizations of 
Medical Sciences. The purpose of the symposium 
was to bring together all the established available 
data on abnormal hemoglobins. This text is a docu- 
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mentation of that comprehensive and authoritative 
meeting. It thoroughly covers our present knowledge 
in this expanding new field. The book is divided into 
two parts of approximately 200 pages each. The first 
section deals with biologic considerations and the 
second with geographic aspects of abnormal hemo- 
globins. 

The technical aspects of identifying various 
hemoglobins and the physical, genetic, clinical, 
hematologic and pathologic facets of abnormal 
hemoglobins are clearly presented, in spite of the 
language differences of the participants. 

The section dealing with geographic distributions 
is by its nature statistical and tedious for the 
clinically oriented. 

Tables, charts, graphs and illustrations, although 
occasionally handicapped by small print and clutter- 
ing, are superior and illustrate their various points 
very well indeed. Especially interesting and instruc- 
tive are photographs of the separation of hemoglobins 
by paper electrophoresis. The patterns thus presented 
are representative and have value as an atlas. 

This volume meets the high standards set by the 
reports of the proceedings of previous symposia. It 
isof value to hematologists and others who study the 
genetic, biochemical and biologic riddle of the hemo- 
globin molecule. It will be of interest to few general 
practitioners. —ROBERT J. GILSTON, M.D. 


Medulloblastoma. 

By Benjamin L. Crue, Jr., M.D. Pp. 206. Price, $5.75. 

Charles C Thomas, Springfield, Ill., 1958. 
Medulloblastoma is a thoroughgoing monograph on 
one specific type of primary cerebral neoplasia. 

In the early chapters the author covers the general 
considerations of neoplasia and the pertinent theories 
concerning them briefly and well. Many historic 
notes on neoplasia in general, as well as on neoplasia 
of the central nervous system, are included. 

Much consideration is given to the embryologic and 
microscopic derivation of such tumors and their rela- 
tionship to other associated primary tumors of the 
hervous system. 

The monograph is devoid of illustrations and pho- 
tographs but is replete with numerous tables relative 
to the age and sex incidence of the tumor in relation- 
ship to various forms of therapy, medical and surgical. 
All these statistics emphasize the inevitable fatality 
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logical continuation of vitamin supplementation 
at the end of the “baby” period. 

They'll know a good thing when you prescribe... 
DECA-VI-SOL,® 10 significant vitamins, 
POLY-VI-SOL,® 6 essential vitamins. 
Chewable tablets with fruit-like flavors, 
dissolve easily in the mouth... 

no swallowing problem... 

no vitamin aftertaste or odor... 

no carbohydrates which tend to 
promote dental caries. 

Teaspoon vitamins, delicious, orange flavored, 
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and high-grade malignancy of this particular neo- 
plasm. 

This monograph would make a good addition to 
the library of any neurosurgeon and would be of 
considerable interest to any practitioner who deals 
with patients in the adolescent age groups. 

—F. A. CARMICHAEL, M.D. 


Also Received 


ALTHOUGH GP endeavors to publish as many reviews 
of books as possible, space will not permit the review 
of all books received from publishers. 


Elementary Statistics with Applications in Medicine and the 
Biological Sciences. 
By Frederick E. Croxton, PH.D. Pp. 376. Price, $1.95. 
Dover Publications, Inc., New York, 1959. 


A Functional Approach to Training in Clinical Psychology. 
By Abraham S. Luchins, PH.D. Pp. 288. Price, $7.50. 
Charles C Thomas, Springfield, Ill., 1959. 


Handbook of Diet Therapy. 
By Dorothea Turner. Pp. 222. Price, $5. University of 
Chicago Press, Chicago, 1959. 


Hypnosis in Modern Medicine. 
Edited by Jerome M. Schneck, M.pD. Pp. 389. Price, $8.75. 
Charles C Thomas, Springfield, Ill., 1959. 


The Medical Clinics of North America. 
Edited by Max P. Lipman, M.D. and David State, M.p. Pp. 
1,271. Price, $18. W. B. Saunders Company, Philadelphia, 
1959. 


Molecules and Mental Health. 
Edited by Frederic A. Gibbs, M.D. Pp. 189. Price, $4.75. J. 
B. Lippincott Company, Philadelphia, 1959. 


Neuropharmacology. 
Edited by Harold A. Abramson, M.D. Pp. 285. Price, $5. 
The Josiah Macy, Jr. Foundation, New York, 1959. 


Principles of Disability Evatuation. 
By Wilmer Cauthorn Smith, M.D. Pp. 210. Price, $7. J. B. 
Lippincott Company, Philadelphia, 1959. 


Recreation in Total Rehabilitation. 

By Josephine L. Rathbone, M.D. and Carol Lucas, ED.D. 
Pp. 398. Price, $9.50. Charles C Thomas, Springfield, Il., 
1959. 


A Way of Life and Selected Writings of Sir William Osler. 
By Sir William Osler. Pp. 274. Price, $1.50. Dover Pub- 
lications, Inc., New York, 1959. 
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How Well Qualified Are You 
to Treat ENT Cases ? 


Ready later this month! 


DeWeese-Saunders TEXTBOOK 
OF OTOLARYNGOLOGY 


In no other specialty have there been greater changes, 
more new ideas, and new procedures developed in 
recent years than in otolaryngology —an area of in- 
creasing importance to the general practitioner. In- 
deed, a veritable emancipation of knowledge in this 
field has taken place in the past two decades. At the 
forefront in the emancipation of this specialty have 
been David D. DeWeese, M.D. and William H. 
Saunders, M.D., authors of the new Mosby book 
TEXTBOOK OF OTOLARYNGOLOGY. This con- 
cisely written new book discusses all aspects of oto- 
laryngology in its new expanded role in patient care. 
It is particularly designed to bring you up-to-date 
and to help you learn about the new antibiotics and 
chemotherapeutics and the new testing, examination 
and surgical procedures. The book comprehensively 
discusses bronchoesophagology, common operative pro- 
cedures, oral lesions, the facial nerve, salivary glands 
and head and neck tumors and illustrates these dis- 
cussions with more than 350 fresh, pertinent photo- 
graphs and drawings. Some procedures, such as those 
in otologic surgery, are so new that they are not includ- 
ed in any book older than two years. 


By DAVID D. DeWEESE, A.B., M.D., Clinical Professor and Head of 
Department (Acting , University of Oregon Medical 
School; and WILLIAM H. SAU! , A.B., M.D., Associate Professor, 


Department of Otolaryngol , Ohio State Uni College of 
Medicine. later 1960, 400 pagan, 996 , 354 
illustrations. About $8.00. 


2nd Edition 
Ryan HEADACHE 


Whenever one of your patients complains of headache, 
you’ll find that you can rely on Dr. Ryan’s book to aid 
you in finding exactly what is wrong and in pre- 
scribing effective treatment. This book gives you the 
etiology, symptomatology, diagnosis, prognosis and the 
most effective symptomatic and prophylactic treatment 
for every type of headache, common and rare. A par- 
ticularly valuable and time-saving feature of this book 
is a summary at the end of each chapter listing symp- 
toms and specific therapeutics which this experienced 
otolaryngologist has found most effective in his prac- 
tice. In this 2nd edition, Dr. Ryan explains the use of 
many new preparations and helps to clarify your think- 
ing on histamine administration and the use of tran- 
quilizer drugs. 

1957, 2nd edition, 421 pages, 5%" x 84%". Price, $6.75. 

Use This Convenient Coupon to Order 

on 10 Day Approval 


The C. V. MOSBY Company Date__ 
3207 Washington Boulevard, St. Lovis 3, Missouri 

Please send me on 10 day approval the book(s) checked below. ! 
understand that if | am not completely satisfied, | can return the 
book(s) within 10 days with no charge o: obligation. If 

is enclosed, publisher pays the mailing charges. 
TEXTBOOK OF OTOLARYNGOLOGY 


CC $8.00 
ORyan, HEADACHE, 2nd edition... $6.75 
OPayment enclosed (Charge my account 

(Same return privilege) COOpen a new account for me 
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News 


Recent Survey Shows Advantages of Mead Johnson Award Program 


Residency Scholarships Encourage General Practice of Medicine, Advanced Study 


STATISTICS gleaned from a recent Academy sur- 
vey show that the Mead Johnson Award Pro- 
gram for Graduate Training is paying handsome 
dividends. 

Questionnaires were sent to 66 winners (recipi- 
ents for the years 1952 through 1958) and 60 
answers were received. Of those responding, 48 
are in practice, eight are taking further graduate 
training and four are in military service. 

Of the 48 in active practice, 47 are general 
practitioners. The remaining physician is in the 
speciality of anesthesiology. The 47 general prac- 
titioners are engaged as follows: 


No. of Physicians Type of Practice 
21 Solo 
15 Partnership 

5 Group 

1 Salaried 


5 (gave no information as to type) 


A little more than 72 per cent of these general 
practitioners are practicing in communities of 
less than 100,000 population. It is interesting to 
note the following distribution: 


No. of Physicians Community Size 


10* 2,500 or less 
19 2,501-25,000 
5 25,001-100,000 
9 100,001-250,000 
2 250,001-500,000 
2 500,001 or more 
(*Two of this number are at mission stations 
in Africa.) 


Aside from the eight winners who are now tak- 
ing further graduate training, eight of the 47 now 
in practice likewise availed themselves of training 
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beyond the one year of general practice residency. 
The additional year was taken in the following 
fields: four took a second year of general practice 
residency; three took a year of residency in sur- 
gery; one took a year of residency in obstetrics 
and gynecology. 

Seven of the eight now in a second year resi- 
dency have declared their intention to return to 
general practice following training which will raise 


a 


Now in General Practice— Dr. Benjamin F. Banahan, Jr., 
of Jackson, Miss. (right), is one of the new general practi- 
tioners to come through the Mead Johnson Award ranks. He 
is shown here receiving his certificate of completion following 
his general practice residency at Mississippi University 
Hospital, Jackson. Making the presentation are Dr. R. J. 
Moorhead (left to right), president of the Mississippi chapter, 
and Dr. Louis F. Rittelmeyer, Jr., who has been chairman of 
the Mississippi chapter’s education committee and director of 
the General Practice Residency Program at University Hos- 
pital. On November 16, Dr. Rittelmeyer left Jackson to become 
associate medical director, Nutritional and Pharmaceutical 
Division of Mead Johnson & Company, donor of the award 
fund, 
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the total from 47 to 54. Thirty-two of the former 
winners are now members of the Academy. 

Applicants for the 1960 awards are being con- 
sidered at this time by the Academy’s Mead 
Johnson Scholarship Award Committee. Final 
selection of the 20 winners will be made next 
month and the announcement will come in March 
during the 12th Annual Scientific Assembly in 
Philadelphia. 

Dr. Bernard Edwards of South Bend, Ind. 
again heads the Academy’s Mead Johnson 
Award Committee. Serving with him are Drs. 
Walter T. Gunn, St. Louis, Mo.; Robert E. 
Verdon, Cliffside Park, N.J.; Donald H. Kast, 
Des Moines, Ia.; Dennis Cunningham, Las 
Vegas, Nev. and Bertram L. Trelstad, Salem, 
Ore. 

Funds for the scholarship are made available 
through a grant fund from Mead Johnson & 
Company, Evansville, Ind. 


New Resident—Dr. Hardy Woodbridge (far left) is now 
serving a residency in general practice at University Hospital, 
Jackson, Miss. under a Mead Johnson scholarship. He is 
shown receiving his certificate of award from Dr. Moorhead 
(center) and Dr. Rittelmeyer. 


From GP’s Special Washington Correspondent 


A GREAT MANY tax questions of interest to phy- 
sicians were discussed in detail at hearings con- 
ducted in November and December by the House 
Committee on Ways and Means. Tax reforms 
which Congress will consider in 1960 can get no- 
where without this committee’s indorsement. Its 
series of hearings, which continued up to a week 
before Christmas, was intended to elicit expert 
testimony for guidance and use in the legislative 
year lying ahead. 

The witnesses, chiefly college and university 
economists, stated opinions on deductibility of 
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Trends and Events in the Nation’s Capital 


medical care expenditures, travel expenses, tax 
incentives for postgraduate training, tax treat- 
ment of partnerships and tax-exempt organiza- 
tions. 

Several witnesses proposed reforms for the 
purpose of benefiting elderly taxpayers living on 
pensions or other types of fixed income. More 
liberal deductions for medical care and purchase 
of drugs were recommended. 


MEDICAL ECONOMICS CONCERN 


The Joint Congressional Economic Committee 
is one among many legislative groups on Capitol 
Hill which are demonstrating increased interest 
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An effective key 
in reducing 
serum 
cholesterol.. 


LECITHIN 


Natural-occurring 2- 


A complex of the highly refined soybean 
phosphatides derived wholly from soybeans. 


A phospholipid 2- 
RG Lecithin facilitates the movement of fats 
through the body. It contains two highly 
active lipotropic agents: choline and inositol. 


Que an 


Essential fatty acids 2- 


RG Lecithin is rich in linoleic and 
linolenic acids. 


Safe ¢- 
No harmful side effects. 


Pleasant to take plain, or mixed 
with juices or foods. 


Economical and readily available 
in granular form, in 8-oz. and 
1-lb. jars. 


For complete substantiating information 
write to Medical Consultant 


Central Soya Company, Inc. 
CHEMURGY DIVISION 


1825 North Laramie Avenue Chicago 39, Illinois 


1. Morrison, L. M., Serum Cholesterol Reduction with Lecithin; Geriatrics, 
13:12 (Jan.) 1958. 2. Wittcoff, H., The Phosphatides; A.C.S. Monograph 
Series #112; Reinhold Pub. Corp. NYC 1951. 3. Bloor, W. R., Biochemistry 
of the Fatty Acids; A.C.S. Monograph Series #93, Reinhold Pub. Corp. NYC 
1943. 4. Article, Lecithin in the Diet; Journal A.M.A. 168:1168 (Oct. 25) 1958. 
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News 


in medical economics. Publication recently of a 
monograph, “Trends in the Supply and Demand 
of Medical Care,” is the latest manifestation of 
this committee’s concern with consumer costs of 
professional services, drugs and hospitalization. 

Issued in conjunction with a companion article 
on rising costs of public education, the medical 
report observes that the effectiveness of today’s 
health services in this country is matched only 
by its “appalling’”’ charges. In recognizing that 
many of the report’s conclusions are highly con- 
troversial, the committee chairman, Senator Paul 
E. Douglas (D-IIl.) explained: 

“These papers are part of the factual back- 
ground which the committee seeks to lay prepara- 
tory to issuing its own report in January. It is to 
be understood, of course, that the findings are 
solely those of the authors. The papers are made 
available as competent research upon which the 
committee is seeking the widest possible com- 
ment in connection with its current study.” 

Author of the monograph is Markley Roberts, 
who is doing graduate work at American Univer- 
sity in Washington. He emphasizes that progress 
in medical science has been accompanied dubi- 
ously by a declining supply of professional man- 
power and hospital facilities in proportion to a 
rising population. 

“Shortages of supply exist already and will 
grow more serious in the future unless there is a 
broad national effort:of public and private sup- 
port,”’ his report predicts. ‘Such a national effort 
will require increased federal assistance for medi- 
cal research, medical education and construction 
of medical facilities. It will require federal aid to 
encourage recruitment, training and more effec- 
tive use of auxiliary health workers such as 
Physical therapists, rehabilitation specialists, 
practical nurses and home aides.” 


FREE CHOICE CHAMPION 


The principle of freedom of choice of physician, 
Which is being challenged and sniped at from 
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many quarters, has found a champion in a high 
branch of the federal government—Tax Court of 
the United States. 

A New Yorker who moved to Los Angeles in 
1947 subsequently made three annual visits to 
his old home city for the purpose of consulting 
his doctor. When he sought to obtain tax deduc- 
tions for a total of $1,046.78 expended for travel 
and subsistence between Los Angeles and New 
York, the Commissioner of Internal Revenue dis- 
allowed the claims. 

The petitioner’s primary purpose, said the Tax 
Court, was to be physically checked by the phy- 
sician most familiar with his condition. He had a 
history of hypertension, prostatitis and a sus- 
pected hernia. “‘He visited no night clubs or re- 
sort areas,” the court found. 

Its decision, which overruled the tax commis- 
sioner and permitted the man to take the dis- 
puted deductions, was that the trips were wholly 
legitimate. It concluded: ‘“‘He had confidence in 
Dr. G. and we know of no rule of law that would 
require him to seek out another physician in Los 
Angeles as a substitute for Dr. G.” 

In a somewhat similar case, the U.S. Tax Court 
held that travel and living expenses incidental to 
Florida wintering prescribed by a physician are 
properly deductible, contrary to the opinion of 
the Commissioner of Internal Revenue. The 
petitioner was a New Jersey lawyer who had 
suffered several heart attacks. 

However, the court rejected his contention 
that housing expenses of his wife and child were 
deductible. 


MORE SBA LOANS 


Small Business Administration approved 287 
business loans for $12,833,000 in October, 1959, 
according to the latest monthly report of this 
federal agency. The following loans to operated- 
for-profit undertakings were included: 

Pantano Properties Corp., Tucson, Ariz., men- 
tal hospital, $150,000; Howard W. Jennings, Jr., 
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New revitalizing tonic 
brightens 
the second half of life! 


Asense of frustration and inadequacy, faulty nutrition, waning 
gonadal function—RITONIC meets all these problems of middle age and 
senile let-down. The unique combination of RITALIN, the 

safe central stimulant, with a balanced complement of vitamins, calcium, 
and hormones acts to renew vitality, re-establish hormonal 

and anabolic benefits, and improve nutritional status. 


“We found Ritonic to be a safe, effective geriatric 
supplement...”* Patients reported “an increase in 
alertness, vitality and sense of well being.’” 


PRESCRIBE RITONIC 
for your geriatric patients, your middle-aged patients and your postmenopausal patients. 


Each Ritonic Capsule contains: 
Ritalin® hydrochloride 5 mg. 


methyltestosterone 1.25 mg. 
ethinyl estradiol 5 micrograms 
thiamin (vitamin B,) 5 mg. 
riboflavin (vitamin B:) 1mg. 
pyridoxin (vitamin B.) 2 mg. 
vitamin Bi» activity 2 micrograms 
nicotinamide 25 mg. 


dicalcium phosphate 250 mg. 


Dosage: One Ritonic Capsule in mid-morning and one in mid-afternoon, 
Supplied: Ritonic CAPSULES; boitles of 100. 


References: 1. Natenshon, A. L.: J. Am. Geriatrics Soc. 6:534 (July) 1958. 
2. Bachrach, S.: J. Am. Geriatrics Soc. 7:408 (May) 1959. 


RITALIN® hydrochloride (methylphenidate hydrochloride CIBA) 
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Boynton Beach, Fla., optometrist, $20,000; Irvin 
Dunas, Springfield, IIl., chiropodist, $5,000; 
Shively Nursing Home, Dysart, Ia., $92,000; 
P. Everett Sperry, Lawrence, Kan., nursing 
home, $40,000; Eliason Dental Laboratory, Port- 
land, Me., $20,000; Louis and Arlene Levine, 
Hampden, Mass., nursing home, $125,000; How- 
ard W. Zwillhoefer, Las Vegas, Nev., physician 
and surgeon, $10,000; Butler’s Rest Home, Mi- 
lan, Tenn., $18,000; Bayberry Nursing Home, 
Newport News, Va., $150,000. 


SAFE ADDITIVES 


December 19 was effective date of a new regu- 
lation by Food and Drug Administration which 
lists 182 chemicals regarded as safe for use in 
foodstuffs. Their employment in processing and 
manufacture of foods is permitted subject to 
sound practices with regard to quality and quan- 
tity of the additive. 


LACK TECHNICAL AIDES 


According to figures collected by U.S. Public 
Health Service, the country’s 25,000 nursing 
homes employ about 39,000 men and women full 
time. An estimated 15,000 of them are registered 
nurses or licensed practical nurses. But 60 per 
cent are nursing aides with little or no technical 
training. 

This situation will not improve without extra- 
ordinary effort, says Dr. Bruce Underwood, 
nursing home consultant of the Division of 
Special Health in USPHS. By current estimates, 
the aging population will number more than 21 
million by 1970, and 5 per cent will require some 
sort of institutional care, Dr. Underwood writes 
in the monthly publication “Public Health Re- 
ports.” 


Also see AMA Washington Report, page 293. 


New AAGP Supplemental Income Disability 
Insurance Plan at Low Premium Rate 


THIS MONTH Academy members will receive a 
brochure announcing a new form of disability 
income insurance which will be known as the 
AAGP Supplemental Income Plan. 

The new plan, approved last year by the 
Academy’s Committee on Insurance, will provide 
coverage against total disability resulting from 
either accident or sickness, through two years, 
following a 30-day waiting period. 

This insurance is designed to conform to expe- 
rience figures which were developed from a survey 
of 50,000 recently-reported disability claims. 
This survey reveals that 99.99 per cent of these 
disabilities were terminated within two years. It 


GP January 1960 


News 


is therefore felt that these are the two critical 
years about which the Academy member should 
be concerned in planning his disability insurance 
program. 

Since premium rates will be very low, less than 
one-half the customary group rate at some ages, 
the supplemental plan will be very valuable in 
adding income to existing coverage such as the 
Academy’s Disability Income Plan and in pro- 
gramming high limit time-loss insurance with 
such other catastrophic forms as the Academy’s 
Accidental Death, Dismemberment and Perma- 
nent Disability Plan and the Family Plan. 

This concept of time-loss insurance is original 
with the Academy. Similar insurance will not be 
available through any other medical association. 
Members are urged to study the announcement 
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“which antacid? Rorer’s Maalox. Excellent results, 

no constipation plus a pleasant taste that patients like.” 

I 

n 

Maatox® an efficient antacid suspension of magnesium-aluminum hydroxide u 

gel offered in bottles of 12 fluidounces. n 


TABLET MAAtox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 


TaBLET Maatox No. 2: 0.8 Gram, double strength (equivalent to two 
teaspoonfuls), Bottles of 50 and 250. 


t 
Samples on request. x 
WituiaM H. Rorer, INC., Philadelphia 44, Pennsylvania d 

te 
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brochure carefully and to take the new coverage 
into account in future planning. 


Program Classification, Pharmaceutical 
Grants, Third Alternative Key Agenda Topics 


CLASSIFICATION of national and large regional 
scientific programs, reviewing grants-in-aid from 
pharmaceutical companies for postgraduate 
courses and voting support for the deletion of the 
third alternative for active Academy membership 
commanded a considerable portion of the Com- 
mission on Education’s time at its recent meeting 
in Chicago. 

The Commission, headed by Dr. John Paul 
Lindsay, had a full two-day meeting October 31 
and November 1. As in the past, it was held in 
conjunction with the annual meeting of the 
Association of American Medical Colleges. Com- 
mission members had an opportunity to attend 
portions of that meeting. 

Because of the full agenda, the Saturday ses- 
sion continued until 8 P.M. In addition to classify- 
ing many national and large regional scientific 
programs, the commission devoted considerable 
time to reviewing and discussing grants-in-aid 
from pharmaceutical companies for postgraduate 
courses. 

Representatives from Eli Lilly and Co., Scher- 
ing Corporation, Merck Sharp & Dohme and 
Lederle Laboratories met briefly with the com- 
mission to discuss their programs to assist state 
chapters in developing and conducting postgrad- 
uate courses. State chapter officers have been 
notified directly of the grants-in-aid available 
under these programs. 

A committee of the commission was appointed 
to study methods for granting postgraduate study 
credit for satisfactorily completing the semi- 
annual GP Quiz. The 1959 Congress of Delegates 
directed the commission to investigate this mat- 
ter upon a recommendation for such credit from 
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GP’s Publication Committee. Dr. Daniel Rogers, 
chairman of the committee, attended the meeting 
in Chicago and presented its recommendations. 

The commission also studied the proposed 
amendment to Chapter I, Section 2, of the By- 
Laws, relating to eligibility requirements for 
active membership which had been referred by 
the 1959 Congress of Delegates. The commis- 
sion’s recommendations will be submitted in its 
annual report to the Board of Directors and the 
Congress of Delegates. 

The Commission on Education voted to sup- 
port the amendment (to delete the third alterna- 
tive for active membership) proposed by the 
Commission on Membership and Credentials in 
1958, and revised by the Committee on Constitu- 
tion and By-Laws and the reference committee in 
1959. 

The recommended change is that in addition to 
completing an approved internship, a prospective 
active member must have completed one of the 
following: 

1. Two years of graduate training acceptable 
to and approved by the Commission on Educa- 
tion, or 

2. One year of graduate training acceptable to 
and approved by the Commission on Education, 


_ followed by two years of general practice, pro- 


vided, however, that candidates who were gradu- 
ated from medical school prior to January 1, 1965 
shall be eligible for election to active membership 
on completion of three years of general practice. 

Credit for active service as a medical officer in 
the United States Army, Navy, Air Force or 
Public Health Service shall be allowed as follows: 
One year or more of service shall be acceptable 
for one year of graduate training requirement in 
Alternative No. 1 above. All time spent in service 
shall be acceptable toward fulfilling the practice 
requirement in Alternative No. 2 above. Under 
unusual circumstances exceptions may be made 
to the foregoing rules by a two-thirds (24) vote 
of the Board of Directors. 
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Nine 100% Meats...also 
Six High Meat Dinners 


...then it’s 


time to trust 


SWIFT 


...the meat 


specialist! 


Swift’s 105 years of experi- 
ence as a specialist in fine 
meats benefit your little 
patients in two important 
areas. 

First, for optimal nutri- 
tion, we select leaner meat 
with its higher protein con- 
tent . . . process carefully 
to retain vital nutrients. 

Secondly, to assure the 
emotional satisfaction that 
results from easier feeding- 
times, we strain our meats 
smoother. And the flavors 
are so appetizing they aid 
in establishing sound eat- 
ing habits early. 

Swift specializes in deli- 
cious, nourishing meais 
and meat dishes for babies. 


OUR 105TH YEAR 
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On Sunday, Dr. John 
C. Nunemaker, associ- 
ate secretary of the 
American Medical As- 
sociation Council on 
Medical Education and 
Hospitals, visited the 
group. As secretary of 
the Residency Review 
Committee for General 


AAGP Commission on Education— Members of the Academy’s Commission on Education 
were in session at Chicago’s Edgewater Beach Hotel. Shown seated, left to right, are Dr. Thomas 
A. Keenan, Rutland, Vt.; Mr. Charles Nyberg, AAGP assistant director; Mrs. Annette 
Branham, Kansas City; Commission Chairman John Paul Lindsay, Nashville, Tenn.; and 
Dr. Mary Elizabeth Johnston, Tazewell, Va. Standing, left to right, are Drs. J. Alison Cary, 
Morgan Hill, Calif.; Cecil M. French, San Angelo, Tex.; Robert Tinker, Portland, Ore.; 
Roscius Doan, Miamisburg, Ohio; Joseph Crookshank, Lake Charles, La.; and Francis L. 
Land, Ft. Wayne, Ind. Dr. Horace Eshbach, Drexel Hill, Pa. did not attend. 


Practice, Dr. Nunemak- 
er discussed graduate 
training for general 
practice. 

Officers of the American Board of Otolaryngol- 
ogy also met with the commission to discuss im- 
proved and expanded training in otolaryngology 
for future general practitioners. 


MSMS Asks Study for Lower Income 
Limit for Michigan Blue Shield Plan 


SINCE LATE IN 1957 Michigan Medical Service 
(Blue Shield) has been operating under a broad- 
ened plan as a deterrent to the Walter Reuther- 
supported Community Health Association in 
Michigan. 

Prior to Michigan State Medical Society’s an- 
nual meeting in September, rumors persisted that 
physicians (mostly in the big Wayne County 
Society) were planning a revolt against Michigan 
Blue Shield’s controversial $7,500-income-ceiling 
contract. Doctors who opposed the present condi- 
tions of the contract (M-75) had reportedly elected 
47 of a possible 51 state society delegates who 
would lead the fight. 

However, at the closing session of MSMS house 
of delegates, the delegates voted continued sup- 
port of the Michigan Medical Service prepaid 
medical care insurance plan. But, the delegates 
also ordered further study of certain features of 
present contracts being offered by the plan. 

The delegates asked that study be given toward 
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lowering the present $7,500 income-limit to 
$6,500. They also felt that additional study 
should be given to the method of determining 
subscriber income. Under present ““M-75” con- 
tracts, only the subscriber’s income is considered 
when determining eligibility for service benefits. 
An alternative method of determining eligibility 
could use the total family income. A study will be 
made to determine if this is feasible or practical. 

Dr. Donald Sweeney of Detroit, chairman of 
the reference committee which studied the pre- 
payment insurance resolutions, said, “I am con- 
vinced that the several changes proposed in the 
resolutions will increase the percentage of Mich- 
igan doctors who are in accord with the Blue 
Shield contracts.” 

More than 80 per cent of Michigan doctors are 
now cooperating in the program and Dr. Sweeney 
predicted that many of the remaining 20 per cent, 
especially in the highly industrialized areas, will 
decide now to cooperate. 

Several phases of the program were debated. 
The house took action on six resolutions which 
had been introduced earlier and studied by a spe- 
cial reference committee. 

As the house adjourned, machinery already 
was in motion to study fully some of the ques- 
tions under discussion. 

The appointment of a special committee of the 
house of delegates was authorized in one of the 
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resolutions. The study committee also was in- 
structed to cooperate with a National Blue 
Shield Commission committee, which previously 
had been requested by the Michigan State Med- 
ical Society to make a comprehensive study of 
the Michigan plan. 

Commenting on MSMS house of delegates’ in- 
struction to revise income ceilings on medical- 
surgical contracts “‘as soon as feasible,”’ Dr. G. 
Thomas McKean, president of Michigan Medical 
Service, said he interpreted this to mean that 
“the house placed responsibility on Blue Shield 
to make these changes slowly and with consid- 
eration for public acceptance.” 

Dr. McKean also said current studies being 
conducted by the National Blue Shield organiza- 
tion and the University of Michigan would be 
given full consideration by Michigan Blue 
Shield’s board of directors. 

“T am convinced,” Dr. McKean concluded, 
“that although this year’s house, being composed 
of new members, reversed decisions made by pre- 
vious delegates, they did so in a manner which 
can be administered in the interest of the public 
welfare.” 

As reported in 1957 when the plan was adopt- 
ed, the most revolutionary portion was the set- 
ting of limits, ranging from $25 to $75, on what 
patients with family incomes up to $7,500 would 
have to pay in any calendar year—no matter how 
many times they use Blue Shield. 

At that time the medical society recommended 
that the following plans be set up—Plans A, B 
and C, All three provide full service benefits. 


Patient 
Participation 
Contract Limit 


A. Basic income is less than $2,500.. $25 
B. Basic income is $2,500 but 

less than $5,000................ $50 
C. Basie income is $5,000 but less 


President-elect John Walsh Defines 
Family Doctor’s Mental Health Role 


WITHIN the past three years good strides have 
been made in the liaison between the general 
practitioner and the specialist in psychiatry, 
AAGP President-elect John G. Walsh said at the 
recent psychiatric training conference of the 
Southern Regional Education Board in Atlanta, 
Ga. 

In referring to the joint mental health effort 
between the American Psychiatric Association 
and the American Academy of General Practice, 
Dr. Walsh said that financial assistance from 
various grants has opened the door to the estab- 
lishment of pilot studies that will lead the way to 
future policy relating to postgraduate education 
in mental health for the family physician. 

Dr. Walsh stressed, however, that there is 
much to be done, especially in the educational 
field, to ready the family doctor for the role he 
must play in solving the nation’s mental health 
problems. 

Many forces are recognizing the general prac- 
titioner as the first line of defense in the mental 
health field. 

One of the disturbing elements is that many 


persons never see a fam- 
ily physician. The cus- 


tom of patient referrals 

exclusively among spe- 

cialists has in many 

areas created a round 

robin of fragmentary 
John G. Walsh, M.D.— 
The general practitioner 
could truly “specialize’’ in 
the mental disorders of 

adolescents. 


medical care without 
anyone really getting to 
know the patient. 

The future Academy 
president said that the 
AAGP withholds sanc- 
tion of this method of 
medical care and feels 
that a better brand of 
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WHEN THE TECHNIQUE 
CALLS FOR A DIAPHRAGM... 


NEW 


DIAPHRAGM worth Amv. 


Six reasons why physicians 
are recommending Koro-Flex 


1. Ease of insertion, auto- 
matic placement. 

2. Reduces physician's fit- 
ting, instruction periods. 

3. Develops patients’ confi- 
dence. 

4. Folds behind pubic bone 
with suction-like action, 
forming an effective barrier. 
5. Locks in spermicidal lu- 
bricant, delivers it directly 
under and next to the os. 
uteri. 

6. Simple to remove. 


KORO-FLEX (contouring) Diaphragm ac- 
ceptable, not only where ordinary coil- 
spring diaphragms are indicated but 
for Flat rim (Mensinga) type as well. 
Suggest the convenient-economical 
KORO-FLEX COMPACT 60-95 mm 
Feminine Clutch-style 
bag with zipper 
closure. 
Diaphragm, 
tube KOROMEX 
Jelly (3 02.) 
Cream (1 
oz. trial size). 


ARCING TYPE) 


©, 


CONTOURING SPR 


Available in all prescription pharma- 
cies. Write for descriptive literature. 
The coil spring diaphragm is available 
in the Koromex Compact. 


HOLLAND-RANTOS CO., INC. 
Manufacturers of KOROMEX Products 
145 Hudson Street, New York 13, N. Y. 
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medicine can be offered the public by a closer co- 
cperation between specialismand general practice. 

Commenting further, Dr. Walsh said, “It has 
been disheartening to project the future of medi- 
cal care in this country relative to the family 
physician when we see the aims of many of our 
medical educators who are mapping plans ex- 
clusively for continued specialism and sub- 
specialism.” 

Dr. Walsh, himself the father of eight children, 
singled out the incipient mental disorders of 
adolescents as “‘a fertile field of endeavor” and 
truly a place where the general practitioner can 
specialize. 

“The family physician must be equipped to 
diagnose the symptom of anxiety (the most fre- 
quent emotional disturbance in adolescents) and 
to take the time to determine the gravity of the 
problem,” the Sacramento, Calif. physician 
stressed. “Just as important is the need for the 
general practitioner to recognize incipient mental 
illnesses such as schizophrenia. As in all disorders 
the earlier the diagnosis the higher the incidence 
of cure.” 

Dr. Walsh pointed out that the magnitude of 
mental health cannot be de-emphasized when we 
know that 3.5 million patients enter mental 
hospitals each year; 400,000 enter general hos- 
pitals, approximately 1.25 million patients enter 
the offices of psychiatrists and general practi- 
tioners and 375,000 are examined in outpatient 
clinics. 

While there have been widely differing statis- 
tics relative to the incidence of psychiatric prob- 
lems in general practice, these inconsistencies 
may be due to a lack of common definition of 
what constitutes a real psychiatric problem as 
differentiated from emotional problems. 

Dr. Walsh then told of efforts already being 
made to present psychiatry courses for general 
practitioners. Specifically he told of the Post- 
graduate Institute in Psychiatry held at the 
Metropolitan State Hospital, Norwalk, Calif. 
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This course, serving as a pilot study and as the 
first of a series for general practitioners in Cali- 
fornia, was developed after many months of 
planning by representatives of APA, the Acad- 
emy and the California State Department of 
Mental Hygiene. 

Response to the course by the participating 
psychiatric teachers and physicians was equally 
enthusiastic. 

For the family physician to best contribute to 
a sound program of mental health, Dr. Walsh 
says first he must be equipped educationally to 
diagnose the types of cases that will require 
specialized care. The referral of a patient in 
psychiatry should be no different than the refer- 
ral of a congenital heart disease case to the 
cardiologist. There must be joint responsibility 
and mutual understanding. 

In addition, after a psychiatric patient has 
been discharged from the hospital it is most es- 
sential that a careful follow-up program be in- 
stituted by the family doctor. There must be no 
impediment of communications between the 
psychiatrist and the referring physician. 

Other conference speakers in Atlanta inciuded 
Dr. Leo H. Bartemeier, chairman of the Ameri- 
can Medical Association’s Council on Mental 
Health; Dr. Robert H. Felix, president-elect of 
APA; Dr. M. C. Wiginton (now deceased), chair- 
man of the Academy’s liason committee on men- 
tal health; Dr. Robert Matthews, chairman of 
APA’s liaison committee on mental health, and 
Dr. W. P. Hurder, associate director of Southern 
Regional Education Board. 


Christmas Issue of Ladies’ Home Journal 
Features Grand Lake, Colo. Member 


THE DECEMBER ISSUE OF Ladies’ Home Journal 
has again reminded John and Mary Public that 
aid in finding a family doctor will come from 
Academy headquarters in Kansas City, Mo. 
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headache 


“ergomar 


sublingual \_/ergotamine tartrate tablets. 


m faster than any oral tablet—faster than the 
time needed to obtain, prepare and give an 
injection, and get an effect. Tablets dissolve 
under the tongue within 30 seconds, effects 
start with the speed of circulation time, relief 
in the 90 per cent range is established within 
10 to 15 minutes. 


STOPS THE ATTACK WITH 
“PARENTERAL” SPEED AND 
SUBLINGUAL CONVENIENCE 


@ the tiny sublingual tablets can be placed 
under the tongue any time, anywhere—no 
need for water, privacy, or sterile precautions. 
Supplied: Ergomar Sublingual Tablets,* 2 mg. ergot- 
amine tartrate per tablet, in specially designed dis- 
penser package of 12 tablets. For patient economy 
and convenience, we suggest prescribing 12 tablets. 

torand of ially p d erg ine tartrate, patent pending 


KEEPS MORE PATIENTS HEADACHE-FREE MORE EFFECTIVELY 


<NY NORDSON PHARMACEUTICAL LABORATORIES, INC. * Irvington, New Jersey 
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This information is published in connection 
with a special Christmas feature on an Academy 
member, Dr. James Malcolm Fraser, of Grand 
Lake, Colo. There is a special notice identifying 
Dr. Fraser as an AAGP member which explains 
briefly the Academy background and its tenets 
for membership. Readers are invited to write to 
Academy headquarters for a list of members in 
their respective communities. 

The feature, entitled “Country Doctor,” has 
colorful and Christmasy Grand Lake, Colo. for a 
background. The characters are 45-year-old Dr. 
James Fraser, his wife, Doris, and their six 
children. 

The spirit of the season is woven into the 
story of Dr. Fraser’s practice in this isolated 
community. As the only physician in-a high 
mountain area of roughly 100 miles diameter, 
Dr. Fraser, with the help of his wife who is a 
trained nurse, looks after the medical needs of 
the area. Sometimes it is necessary to go on 
snowshoes, when roads become impassable. 

Unlike most physicians, Dr. Fraser says that 
winter is his quiet time. “Heart patients or 
chronically ill people can’t live at this altitude, 
and the country’s too rugged for hypochondriacs. 
. .. But summer is another story.” 

Until 1948, the area had no doctor. The citi- 
zens formed a Health Association and through 
donations, benefits and loans got together enough 
money to rent and outfit a doctor’s office. In the 
first two years two doctors came—and went, to 
better-paying practices. Then in 1950 the Frasers 
came and stayed. 


Philadelphia Survey Attempts To Bring 
Penicillin Use Into Better Perspective 


THE PHILADELPHIA (Pennsylvania) chapter re- 
cently published the results of a penicillin poll 
which showed that “penicillin allergy does not 
constitute a leading cause of illness and the risk 
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of fatality from this cause appears infinitesimal.” 

The poll was conducted with the help of 173 
physicians who returned questionnaires sent out 
by the chapter. Doctors listed the number of 
injections given during the past five years and 
the number and type of reactions. In the aggre- 
gate, 498,575 injections were accounted for. 

According to the tabulations, the chance of 
reaction to penicillin is about 47 in 10,000, of 
a serious reaction less than 6 in 10,000 and the 
possibility of death is two in a million. 

While the chapter’s Penicillin Fact-Finding 
Committee admits that the results are based on a 
small survey, it hopes that this report will 
stimulate other groups to have penicillin studies 
and thus bring the drug into better perspective. 

Comprising the Penicillin Fact-Finding Com- 
mittee were Drs. Ursula M. Hober, B. Wheeler 
Jenkins and William F. Danehower. 


Fewer Pharmaceutical Products Marketed 
In 1958—First Decline in Six Years 


THE PHARMACEUTICAL industry will soon be 
checking back over the past 12 months to get a 
count on the number of new products which were 
marketed in 1959. 

Undoubtedly, its prime concern will be to 
compare this number with the 370 total in 1958, 
and particularly to see if the downward drop has 
tapered off. 

According to a New York pharmaceutical con- 
sultant, Paul de Haen, 1958 marked the first 
time in six years that an appreciably smaller 
number of new products had been placed on the 
market. During 1957 there were 400. 

The report said the reduction in the number of 
new products introduced in 1958 might be due 
partly to the extremely high cost of introductory 
promotion, which may have caused some com- 
panies to decide not to bring out so many prod- 
ucts as they may have planned. 
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Metamine’® Sustained* helps 
you dilate the coronaries ee 


METAMINE SUSTAINED (triethanolamine trinitrate biphosphate, 10 mg., in a unique 
sustained-release tablet) is a potent and exceptionally well tolerated coronary vasodilator. 
Studies at McGill University demonstrated that METAMINE “exerts a more prolonged and 
as good, if not slightly better coronary vasodilator action than nitroglycerin . . .”! Work 
at the Pasteur Institute established that METAMINE exerts considerably less depressor 
effect than does nitroglycerin.2 Virtually free from nitrate side effects (nausea, headache, 
hypotension), METAMINE SUSTAINED protects many patients refractory to other cardiac 
nitrates,3 and, given b.i.d., is ideal medication for the patient with coronary insufficiency. 
Bottles of 50 and 500 tablets. Also: METAMINE, METAMINE WITH BUTABARBITAL, 
METAMINE WITH BUTABARBITAL SUSTAINED, METAMINE SUSTAINED WITH RESERPINE. 


1. Melville, K. I., and Lu, F. C.: Canadian M.A.J., 65:11, 1951. 2. Bovet, D., and Nitti-Bovet, F.: 
Arch, Internat. de pharmacodyn. et therap., 83:367, 1946. 3. Fuller, H. L., and Kassel, L. E.: Antibiotic 
Med. & Clin. Therapy, 3:322, 1956. 


Shes. Looming Ca New York 17, N. Y. 
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News Reports Focus on Some World 
Trouble Spots for Medical Profession 


BASED on a compilation of news reports, it would 
seem that the medical profession has its prob- 
lems nearly everywhere in the world. The prob- 
lems vary from too many physicians or too few 
physicians to no freedom to carry on their work. 

The Associated Press reports that Polish doc- 
tors say life is tough. Nearly three-fourths of the 
doctors questioned said they would have chosen 
some other profession had they known the condi- 
tions under which they would have to work. 

A special New York Times’ story finds that in 
Lebanon a physican is likely to face arrest if his 
patient dies during or shortly after an operation 
for no readily apparent reason. 

Reuters reports that university students in 
Rome are being encouraged not to study medi- 
cine because Italy has too many physicians. 

Reuters likewise carries the Hungarian news- 
papers’ stories which charge that budding Hun- 
garian physicians are being trained in Communist 
“ethics” and encouraged to make propaganda 
for the regime. 

A recent item in Scope said that Israel has the 
highest ratio of physicians in the world, but com- 
plaints persist that physicians are in short sup- 
ply. The problem in Israel seems to be one of 
distribution. 

In Poland, the chief complaint, especially 
among hospital doctors, was overwork. Other 
complaints included lack of adequate equipment, 
too much paper work and government-fixed 
norms of work. 

The fact that they are required to see six pa- 
tients an hour contributes to the deterioration of 
medical service quality. A Warsaw newspaper 
charges that in outpatient centers “penicillin is 
lavishly applied and that is all.” 

In strife-torn Lebanon, as a result of two 
physicians and two pharmacists being jailed 
after four patients died following minor opera- 
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BLOOD TEST 


“Oh, brother . . . Hey, Ed, take a look at this!” 


tions, some doctors have refused to perform oper- 
ations and some have threatened to strike—refus- 
ing to carry on their work. 

Physicians in Beirut, the capital city, have 
voted to introduce a bill in the next parliament 
forbidding the arrest of doctors until found 
guilty. 


Fewer Natives Attend New England Medical 
Schools; Urge More State Schools 


FOR THE THIRD straight year the number of New 
Englanders entering New England medical schools 
has dropped. 

For this reason the New England Board of 
Higher Education is urging Massachusetts and 
Connecticut to establish state-supported medical 
and dental schools. 

In order to reverse the trend, the board said a 
larger percentage of qualified students must be 
recruited to enter the profession, substantial 
financial aid must be developed and additional 
places must be provided in new and existing medi- 
cal schools to handle increased enrollments. 

Vermont already has a state medical school. A 
spokesman said the board did not believe such 
schools were feasible in the three other states 
(Maine, New Hampshire and Rhode Island) at 
this time. 

The New England Board of Higher Education 
is an agency supported by the six New England 
states to aid in improving and increasing educa- 
tional opportunities. 
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A well-balanced 
moderate low-fat 
breakfast for 
teen-age girls, 
16-19 years 


When a moderate reduction of dietary fat is indicated 
for girls in their late teens, the basic cereal and milk 
breakfast merits consideration. This breakfast is moder- 
ately low in fat because its fat content of 10.9 gm. 
provides 20 per cent of the total calories. As shown in the 


table below, it contributes well-balanced nourishment. 
It provides “Girls, 16 to 19 Years” with approximately 
one-fourth of the recommended dietary allowances! of 
complete protein, important B vitamins, essential 
minerals; and provides quick and lasting energy. 


recommended dietary allowances* and the nutritional contribution of a moderate low-fat breakfast 


Menu: Orange Juice—4 oz.; 


Cereal, dry weight—1 oz.; 

Whole Milk—4 oz.; Sugar—I1 teaspoon; 
Toast (white, enriched)—2 slices ; 
Butter—5 gm. (about | teaspoon); 
Nonfat Milk—8 oz. 


Nutrients 


Calories Protein Calcium Iron A 


Vitamin Niacin 
Thiamine Riboflavin equiv. 


Totals supplied by 
Basic Breakfast* 


Recommended Dietary! 
Allowances—Girls, 16 to 19 
Years (54 kg.—120 Ib.) 2400 75 gm. 1.3 gm. 


Percentage Contributed 
by Basic Breakfast 20.9% 27.9% 40.9% 


15mg. SOOOLU. 1.2 mg. 
18.0% 18% 383% 42.1% 46.0% 


503 20.9. gm. 0.532 gm. 2.7 mg. S8BLU. 0.46mg. 0.80 mg. 7.36 mg. 


19mg. 16mg. 


*Revised 1958. Mention Board, National Research 
Council, Washington, 

**Cereal Institute, Inc. : Source Book. Chicago: Cereal 
Institute, Inc., 1959. 
Waitt, B. K., and Merrill, A. L.: Ce ition of Foods— Raw. 
Prepared, U.S.D.A. Agriculture Handbook No. 8, 1930. 


Adjustments must 
physical activity, and environmental te 


CEREAL INSTITUTE, INC. 
135 South La Salle Street, Chicago 3 


A research and educational endeavor devoted to the betterment of national nutrition 
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Director M. C. Wiginton Dies in Fishing Mishap 


A FISHING MISHAP on November 25 near Indian 
River City, Fla. took the life of Dr. Marquis C. 
Wiginton of Hammond, La., a member of the 
Board of Directors of the American Academy of 
General Practice. 

The tragedy occurred while Dr. Wiginton, his 
son Bill who is a physicist at Cape Canaveral, 
Fla., a third passenger and a guide were fishing 
in the Indian River. 


Their aluminum fishing boat capsized after 


striking a small submerged island. All the men 
were able to stay by the boat, but Dr. Wiginton 
lost his battle for life after clinging to the side of 
the boat for nearly three hours. In an attempt to 
swim to shore for help, the guide also drowned. 

Dr. and Mrs. Wiginton had gone to Florida to 
be in attendance at the birth of a grandchild. 

The body was returned to Hammond for funeral 
services at First Methodist Church and for in- 
terment in Greenlawn Cemetery. 

In addition to his son Bill, Dr. Wiginton is 
survived by his widow, two other sons and two 
daughters. 

Dr. Wiginton who had observed his 64th birth- 
day on October 8, was a native of Tremont, Miss. 
He had practiced in Hammond, La. for 27 years 
and had always been an Academy stalwart. 

In addition to being a founder of the Louisiana 
chapter, Dr. Wiginton held key posts locally and 
statewide and was a delegate to the national 
Assemblies until his election to the Academy’s 
Board of Directors in 1957. 

A faithful member of the Academy’s Building 
Fund Committee, his name appears on the bronze 
plaque at AAGP Headquarters in Kansas City 
which recognizes the tenure of the committee 
which helped make the headquarters building 
possible. 

Dr. Wiginton had many interests in the health 
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field—in later years, he concentrated on mental 
health. At the time of his death he was chairman 
of the Academy’s Committee on Mental Health. 
He helped develop an organized, active program 
in that area of medical interest. 


RESOLUTION OF CONDOLENCE 


WHEREAS, With a sudden rush on November 25, 1959, 
the angel of death entered the ranks of the Board of 
Directors of the American Academy of General Practice 
and removed one of its respected members while he was 
vacationing in Florida, and 


WHEREAS, in the loss of Dr. M. C. WIGINTON of 
Hammond, Louisiana, the Academy and the practice 
of general medicine have lost a staunch advocate and a 
devoted and loyal worker, and 


WHEREAS, without warning the bereaved family of Dr. 
Wiginton has lost a devoted husband and father; and 
the people of his community have lost a patient and 
selfless family doctor, now therefore, be it 


RESOLVED, That the Board of Directors, on behalf of 
the entire membership of the American Academy of 
General Practice, extends to the family of Dr. Wiginton 
its sincerest sympathy and condolence in this time of 
sadness, and be it further 


RESOLVED, That a copy of these resolutions be sent to 
Mrs. M. C. Wiginton, his widow, and that they be 
entered in the minutes as a part of the permanent record 
of the American Academy of General Practice. 


Dated: December 1, 1959 


FounT RICHARDSON, M.D. 
President 

FLoyp C. BRATT, M.D. 
Chairman of Board 

Mac F. CAHAL 
Executive Director 
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PROTEIN 


essential in body processes 


The nutritional statements made in this adver- 
tisement have been reviewed by the Council 
on Foods and Nutrition of the American 
Medical Association and found consistent 
with current authoritative medical opinion. 


: 
Le 


Among nutrients, proteins play a leading role 
in body processes...respiration, digestion, metab- 
olism, reproduction, growth...and even aware- 
ness of and reaction to the world around us. 


Each cell contains its own special proteins... 
made up of countless arrangements of about 
25 different amino acids . . . combined to make 
some function possible. Some proteins work 
with vitamins and minerals as enzyme systems 
. .. breaking down food for energy and building 
material ... then converting and synthesizing 
new substances needed for life and activity. 
Others form a wide variety of tissues with spe- 
cialized functions...made possible by the 
nature of the proteins themselves. 


The heart can beat to pump blood because the 
protein in muscle contracts and expands. Con- 
nective tissue holds the framework of the body 
together because the protein is elastic and acts 
like a taut rubber band. Eyes see . . . fear causes 
fright or flight ... oxygen reaches cells... 
blood clots...wounds heal...all with the 
aid of specialized proteins. 


The diet must provide the building materials 
for all vital proteins . . . 8 essential amino acids, 
preformed ... and enough nitrogen to form all 
the others. These are most readily obtained 
from foods of animal origin ... milk, meat, 
eggs, poultry and fish...combimed in tasty 
meals with foods of plant origin... all kinds 
of grains in breads and cereals... vegetables 
and fruits. 

Milk is man’s first dietary source of protein . . . 
provided in desirable ratio with other nutrients 
with which protein works . . . carbohydrate, fat, 
essential fatty acids, vitamins, and minerals . . . 
to sustain growth and health in the infant while 
new functions are developing for adaptation to 
a new environment. 


Since 1915 . . . promoting better health through 
nutrition research and education 


NATIONAL DAIRY COUNCIL 
. A non-profit organization 
111 North Canal Street + Chicago 6, Illinois 


Ad No. 5645-R1 
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News 


Medical News in Small Doses: 


Los ANGELES County Medical Association with 
7,543 members in all categories now claims to be 
the nation’s largest county medical society, 
dropping the Medical Society of the County of 
New York (with 6,882) to second place .... Dr. 
John C. Smith of Cicero, Ill., president of the 
Illinois chapter and a member of the AAGP Com- 
mission on Membership and Credentials, was 
chosen by the Illinois State Medical Society as 
the “‘state’s outstanding general practitioner for 
1960.” . .. This past fall saw Ohio’s new immuni- 
zation law go into effect. It provides that all 
school children, unless their parents file written 
objection, must be immunized against polio as 
well as smallpox, diphtheria, whooping cough and 
tetanus in order to be admitted to school. ... Mr. 
James J. Souder, partner in a New York archi- 
tectural firm, has been named director of Col- 
laborative Research in Hospital Planning Project, 
a joint undertaking of American Hospital Associ- 
ation and American Institute of Architects. .. . 
With some political overtones in evidence, Sen. 
Hubert H. Humphrey (D-Minn.), chairman of 
the Senate Subcommittee on International Medi- 
cine, continues to urge an interchange of medical 
information with Communist China. The senator 
likewise is aiding in bringing about a new hospital 
in Cracow, Poland—the first American built hos- 
pital ina Communist country. Senator Humphrey 
assisted a Polish-born architect from New Jersey 
in his quest to get such a hospital started by 
introducing legislation permitting the appropria- 
tion of $50,000. Of the $4 million it will take to 
build the hospital, $1 million is to be collected in 
the United States. . .. A graduate training pro- 
gram in psychiatry has been initiated by Chicago 
Medical School for residents and for general prac- 
titioners interested in becoming psychiatrists. 
The program has been allocated two grants 
totaling $55,000 from USPHS. 
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The Bowel is a veritable culture tube 
in which definite bacterial types 
struggle constantly to gain supremacy * 


ZYMENOL, in vitro tests show, 
promotes growth of normal intestinal 
flora—especially the favorable B.coli. 


ZYMENOL helps overcome imbal- 
ance of intestinal flora resulting from 
irritants, antibiotics and constipation 
by aiding restoration of adequate, un- 
hurried bowel movements. 


ZYMENOL, the original and only 
emulsion with Brewers’ Yeast, softens 
bowel content, keeps it soft for easy, 
regular passage; simultaneously helps 
restore normal flora. 


¢ Teaspoonful dosage 
¢ Sugar-free ¢ Non habit-forming 


¢ Does not contain any irritative 
peristaltic stimulants 


Zymenol 


Available—At All Drug Stores 
and Hospitals 
Liberal Samples on Request 


Glidden Laboratories, Inc. 


Waukesha, Wisconsin 


1. Rettger, L.F.: Newer Knowledge 
of Bacteria and Immunology, Chicago, 
Univ. of Chicago Press, 1928, p. 639. 
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TABLETS AND ELIXIR 


To add life to years—not merely years to life . . . Niatric sharpens mental acuity 
and promotes a return to more normal social and physical activity for your aged patients. 


In the Old Age Syndrome . . . Niatric relieves confusion, forgetfulness, irritability, depression and 
apathy — the penalties of advancing age. 


e Niatric improves respiration and cerebral function 
e Niatric improves circulation 


atric containe: Tebtet: Ste. e Niatric protects capillary integrity 

Pentylenetetrazol 100 mg. 100 mg. 

e Niatric prevents brain tissue hypoxia 

Ascorbic Acid 100 mg. 100 mg. 

Bioflavonoids 100mg. ----- 

Alcohol 15% Send now for samples and literature . . . 

Average Dose: 1 tablet or 1 tsp. (5 cc.) t.i.d. A F. ASCHER AND COMPANY, INC. GP 
ee Ethical Medicinals / Kansas City, Missouri 
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News 


News from the State Chapters 


California chapter’s congress of delegates acted 
on several pertinent resolutions at its recent 
annual meeting in Los Angeles—a key one asking 
that Stanford Medical School recognize general 
practice in its new curriculum and have general 
practitioners on its teaching staff where possible. 

Although this particular resolution (introduced 
by the San Matéo chapter) was referred to the 
California board of directors for further study, 
the matter was sufficiently aired so that the 
position of the general practitioners and of Stan- 
ford’s medical school dean came to light in the 
public press. 

In a joint statement on the resolution, Dr. 
Carroll B. Andrews, retiring president, and Dr. 
Leon O. Desimone, new president, said that 
medical schools have become too interested “‘in 
turning out gold-plated and super-atomic special- 
ists.”” Both physicians drove home the point that 
“this leads to high cost of medical care for the 
public.” 

As a leading editorial in the Los Angeles Mirror 
News pointed out, the general practitioners have 
a real case. They noted that only 32 per cent of 
California’s 16,524 doctors are in general practice 
and that the rate is even lower in Los Angeles and 
San Francisco. 

In a statement to the press, Dr. Robert H. 
Alway, dean of Stanford University School of 
Medicine, denied that his school was excluding 
family doctors or anything else “that is of value 
for the proper education of doctors.” 

The crux of the matter is that Dr. Alway makes 
a distinction between general practitioners and 
family doctors, who are generally regarded as 
synonymous. According to Dr. Alway, the gen- 
eral practitioner is “often” guilty of taking cases 
he is not capable of handling, while the family 
doctor knows enough to refer complex cases to 
specialists. 
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California Planners— Talking over chapter plans at the Octo- 
ber 11-14 meeting in Los Angeles are (left to right): Dr. Burt 
L. Davis, Palo Alto, speaker; Dr. Ralph L. Bennett, Los 
Angeles, vice speaker; Dr. John A. C. Leland, Berkeley, 
treasurer; Dr. Clarence T. Halburg, Redlands, president- 
elect; and Dr. Carroll B. Andrews, Sonoma, retiring president. 


Dr. Alway says that Stanford’s new curriculum 
“could very well result in a new breed of general- 
ists who could take over for today’s general 
practitioner, pediatrician and internist.” 

Also referred to the California board of direc- 
tors was a resolution which would put the chapter 
on record as favoring a closed circuit television 
network for simultaneous hospital staff meetings. 

The delegates voted to accept the hospital 
staff recommendations as drawn up by the chap- 
ter’s hospital committee which provides a com- 
prehensive outline for hospital staff administra- 
tion. 

The congress also passed a resolution urging 
all insurance companies with offices in the state 
to raise the life insurance examination fee from 
$7.50 to $10. 

Total registration for the four-day meeting, 
October 11-14, was 2,200 physicians and guests. 
The 1,300 attending physicians rated the scientific 
program the “‘most practical and valuable’’ the 
chapter has had. 
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dosage 


availability 


packaging 

Tablets in 100’s and 500’s. Liquid 
(wine-like flavered 15 per cent 
alcoholic solution) in pints. 


MEITRAZOL 


METRAZOL, 


METRAZOL 


reactivates the geriatric patient 


reactivates the convalescent 


reactivates the fatigued 


for the geriatric patient 
— 2 tablets or teaspoonfuls, three times daily. 


for the convalescent and the fatigued 
— 1 or 2 tablets or teaspoonfuls, three times daily. 


METRAZOL Tablets 


each tablet contains 100 mg. METRAZOL 


METRAZOL Liquidum 
each teaspoonful (5 cc.) contains 100 mg. METRAZOL 
and 1 mg. thiamine. 


— for those patients who need additional vitamins — 
Vita-METRAZOL Elixir 


each teaspoonful (5 cc.) contains 100 mg. METRAZOL, 
10 mg. niacinamide, 1 mg. each of thiamine, ribo- 
flavin, pyridoxine, and 2 mg. d-panthenol. 


Vita-METRAZOL Tablets 
each tablet, in addition to the above, contains 25 
mg. vitamin C. ; 


METRAZOL® brand of pentylenetetrazol, E. Bilhuber, Inc. 


KNOLL PHARMACEUTICAL COMPANY 


(formerty Bilhuber-Knoll Corp.) 
Orange, New Jersey 
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During the meeting Dr. Leon O. Desimone of 
Los Angeles was installed as president succeeding 
Dr. Carroll B. Andrews of Sonoma. Dr. Clarence 
T. Halburg of Redlands was named president- 
elect and Dr. J. Blair Pace, Oceanside, is the new 
secretary. Re-elected were Dr. John A. C. Leland 
of Berkeley, treasurer; Dr. Frank W. Norman of 
Santa Rosa, editor of California GP; Dr. Burt L. 
Davis of Palo Alto, speaker; Dr. J. Alison Cary 
of Morgan Hill, a delegate and Dr. Daniel A. 
Tobin of Sacramento, alternate delegate. 

Chapter talent provided a highlight for the 

annual dinner dance with the debut of the newly 
formed glee club. Dr. William Taylor of Paradise 
directed the singers. Also contributing to the 
program was the rendition of ‘““Seventy-six Trom- 
bones”’ played by the combined bands of Holly- 
wood bandleader Jimmy Whetmore and the 
“Fibrillators”, the all-medical jazz band led by 
Dr. Martin Mills of Richmond. 
@ Dr. J. Paul Lindsay, AAGP director and retir- 
ing president of the Tennessee chapter, was se- 
lected “‘General Practitioner of the Year” at the 
Tennessee annual meeting which was held Octo- 
ber 8-9 in Nashville. 


To coincide with the chapter’s meeting, the 
week of October 8-14 was designated as ‘‘Family 
Doctor Week” by Tennessee’s Governor Buford 
Ellington. 

Dr. James D. Murphy, Ft. Worth, speaker of 
the AAGP Congress of Delegates, addressed the 
151 persons who attended the banquet. Another 
highlight of the program was the installation of 
officers. Dr. E. L. Caudill, Jr., of Elizabethton 
took over as president and Dr. John L. Arm- 
strong of Somerville was named president-elect. 
Other officers are: Dr. William K. Owen, Pulaski, 
vice president; Dr. Irving R. Hillard, Nashville, 
secretary-treasurer; Dr. Harmon L. Monroe, 
Erwin, speaker; and delegates, Drs. Julian K. 
Welch, Jr., Brownsville, and Ralph E. Cross, 
Johnson City. (See cut.) 


Tennessee Officers— Shown at the Tennessee annual meeting, 
October 8-9, in Nashville, are the chapter’s new officers (left to 
right): Dr. Julian K. Welsh, Jr., AAGP delegate; Dr. John L. 
Armstrong, president-elect; Dr. Paul Lindsay, retiring pres- 
ident and Tennessee’s General Practitioner of the Year; 
Dr. James D. Murphy, Fit. Worth, banquet speaker; Dr. E. L. 
Caudill, Jr., president; Dr. William K. Owen, vice president; 
Dr. Irving R. Hillard, secretary-treasurer; and Dr. Arthur 
Green, master of ceremonies for the banquet. 
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-flutritional, 
Anetabolicy’ 


bolic” 


of such as illness, surgery, injury 
-.to encourage more rapid healing, recovery and 

‘convalescence. To help keep your patients, particu 

larly those over 40, nutritionally strong and well. 


vitamin c in high potency... bioflavonoids, 
exclusive, natural, water-soluble citrus bioflavonoid | 
compound as in C.V.P....whole natural B com- 
eo from liver and gins B factors 


cB 
ASCORBIC ACID(C). . . 
CITRUS BIOFLAVONOID COMPOU! 


RIBOFLAVIN (By). . 
PYRIDOXINE HC! (Bg) 
VITAMIN Bi2 

NIACINAMIDE 

PANTHENOL 


u. s. vitamin & pharmaceutical corporation 
Arlington-Funk Laboratories, division 
250 East 43rd Street, New York. 17 


Connecticut Symposium—Dr. Catherine A. Neill, Johns 
Hopkins Hospital, shows slides on open heart surgery to 
AAGP President Fount Richardson ai the Connecticut scien- 
tific symposium, October 8, in Hartford. Looking on are two 
other speakers, Dr. Thomas H. Seldon, Mayo Clinic, and 
Dr. Wyland F. Leadbetter, chief of urology at the Massachu- 
setis General Hospital, Boston. 


Connecticut Family Doctor Week—Governor Abraham 
Ribicoff (right) presents an official proclamation of Connecti- 
cut’s first “Family Doctor Week’’ to Dr. Joseph Massaro, 
president of the Connecticut chapter. Watching the proceedings 
is Dr. Peter Scafarello, chairman of arrangements for the 
scientific symposium which attracted 700 physicians from 
Connecticut and western Massachusetts. 


Two Past Presidents—Dr. Peter Scafarello, Hartford, (lef?) 
chairman of arrangements for Connecticut’s eighth annual 
symposium, pins o. name tag on Dr. Michael W. Palmieri, 
New Haven, who was one of the moderators for the meetin. 
Both physicians are past presidents of the chapter. 
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Speakers for the scientific session on the first 
day of the meeting were Dr. Daniel Weiss, direc- 
‘or of laboratories and chief pathologist, District 
of Columbia Hospitals, “Changing Character 
of Infections in the Antibiotic Era”; Dr. Marion 
Moore, official of the American Society of Hyp- 
nosis, “‘Use of Hypnosis in Daily Practice”; and 
Dr. William Frye, dean of the medical school and 
vice president of Louisana State University, 
‘Intestinal Parasites in Daily Practice.” 

Recent advancements in the treatment of can- 
cer was the general theme for the second day’s 
session. Dr. L. E. Robbins, director of USPHS 
cancer control program, introduced the topic with 
his talk on “‘Cancer Control Programs in the U.S.” 

Other guest speakers included Dr. Stanfield 

Rogers, director of the University of Tennessee 
Memorial Research Center, ““Chemotherapy and 
Cancer” and Dr. John R. Heller, director of the 
National Cancer Institute, ‘Epidemiology of 
Cancer.”’ Dr. Sam Kirkwood, Harvard University 
and Cancer Consultant to the Surgeon General, 
moderated a panel discussion on “The Prognosis 
in Our Efforts Against Cancer.’’ Members of the 
panel were Dr. Cecil Tucker, Dr. Rogers, Dr. 
Armstrong, Dr. Spencer Bell, Dr. Heller, Dr. 
Frank Womack, Dr. Joe Ivie and Dr. Hollis 
Johnson. 
@ AAGP President Fount Richardson of Fayette- 
ville spoke to fellow Arkansans at a luncheon dur- 
ing the chapter’s annual meeting in Little Rock, 
October 14-15. As in speeches to other chapters, 
Dr. Richardson stressed the need for medical 
schools to encourage more students to go into 
general practice. 

At a business luncheon the Arkansas chapter 
installed Dr. Guy Farris of Little Rock as presi- 
dent. (See cut.) In an election of officers Dr. L. S. 
Whittaker, Jr., Ft. Smith, was named president- 
elect. 

Other officers include Dr. W. W. Workman, 
Blytheville, vice president; Dr. Thomas Honey- 
eutt, Little Rock, secretary-treasurer; Dr. C. 
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Randolph Ellis, Malvern, delegate; and Dr. Guy 
U. Robinson, Dumas, alternate delegate. 

Over 250 persons attended this 12th annual 
meeting. Of this number, 121 were Arkansas mem- 
bers representing 42 per cent of the chapter’s 
membership. This representation was a 5.2 per 
cent increase over last year. 

Highlights of the ladies’ entertainment in- 
cluded a bingo party and a combined luncheon 
with their husbands. 
© Colorado chapter’s annual meeting held at the 
recently completed Brown Palace West Hotel in 
Denver, October 28-30 attracted 109 members 
from Colorado and surrounding states. Visitors 
and exhibitors swelled the total attendance over 
the 200 mark. 

Among the speakers of local origin was Dr. 
Kenneth Beebe, executive secretary, who spoke 
on routine immunizations in pediatrics. Dr. Wal- 
ter Block of Cedar Rapids, Ia., one of two visit- 
ing speakers, discussed homogenized milk for the 
newborn and common misbeliefs in pediatrics. 
The other visiting speaker was Dr. B. L. Martz, 
chief of the Eli Lilly Clinical Research Labora- 
tories, Marion County Hospital, Indianapolis, 


Arkansas Trio—Receiving the president’s gavel at the recent 
Arkansas annual meeting is Dr. Guy Farris of Little Rock. 
Helping with the installation are (left) past president, Dr. 
H. W. Thomas, and AAGP President Fount Richardson. 
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ROUTINE RECTAL 
EXAMINATION 


BARR-SHUFORD 
RECTAL SPECULUM 


A sensibly designed speculum which 
permits perfect vision for examination 
or operation. The absence of sharp cor- 
ners and edges permits this speculum to 
be introduced with greatest possible comfort to the 
patient. The slot permits easy withdrawal from the pile 
mass after injection. The tapered obturator may be 
used as a rectal dilator. Length, 414"; diameter at small 
end, 54", diameter at large end, 2”, slot 4%” x 14”. 


16” 


Cat. No. GP 10310 


SIL-SPRAY 


THE IDEAL LUBRICANT 
FOR INSTRUMENTS, 
GUNS, TACKLE, LOCKS 


Your car door locks won’t freeze up this 
winter if you apply SIL-SPRAY. 
— won’t jam or rust if you use SIL- 
PRAY. Your instruments will operate 
freely after autoclaving if you use SIL- 
SPRAY. Pure silicone—non-gummin 
inert, non-toxic, non-injurious to me’ 
wood or paint. Catalog No. GP 5465. 


12 ox. can $375; 6 ox. can $198 


THIS IS A GUMP —> 


when working in mouth 

Child’s or Adult’s size, each $1.50 50 
Catalog No. GP 15296 


COMPLETE MEDICAL SUPPLY 
609 COLLEGE ST. CINCINNATI 2, O. 


Heart Study Aids—A display of educational aids from the 
Idaho Heart Association is studied at the Idaho annual 
meeting by (left to right) Academy Member C. J. Klaaren, 
president of the Idaho Heart Association; Dr. L. F. Lesser, 
editor of Gem Sparks, Idaho chapter publication; and 
Dr. Guy Owens of Moscow. 


Hayden Lake Meeting—Gathered for the annual Idaio 
meeting October 2-3 at Hayden Lake are (left to right seated : 
Dr. L. F. Lesser, a past president; Dr. Arch T. Wigle, pre:- 
ident; and Dr. J. C. Wilson, retiring president. Some of t/¢ 
guest speakers are (standing) Dr. Joseph W. Nadal, Portla d 
surgeon; Dr. Daniel H. Labby, professor of medicine at t/¢ 
University of Oregon; Dr. Herbert E. Griswold, head of ti 
Department of Cardiology at the University of Oregon; aid 
Dr. W. Wray Wilson, retiring secretary-treasurer. 
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who spoke on the differential diagnosis of the 
hypertensive patient and management of patients 
vith primary hypertension. 

After a speech by the Rev. David G. Colwell of 
Tenver, in which he stressed the need for closer 
communications between the members of the 
niinistry and the medical profession on problems 
0: emotional stress and death, the chapter voted 
to appoint a committee to meet with the Colorado 
Council of Churches to explore the area further. 

Following the scientific meeting, the chapter 

elected officers. Taking over the presidency is Dr. 
Roger N. Chrisholm of Denver. Other officers are: 
Dr. Dale E. Hathway, Lakewood, president- 
elect and Dr. Ronald J. Zarlengo, Denver, vice 
president. The chapter re-elected Dr. Thomas E. 
Best of Denver as treasurer and Dr. Kenneth H. 
Beebe of Sterling executive secretary. 
e At its recent annual meeting the Idaho chapter 
installed Dr. Arch T. Wigle, Pocatello, as its new 
president, succeeding Dr. Joseph G. Wilson of 
Moscow. 

Held at Hayden Lake, the two-day meeting, 
October 2-3, combined a scientific program and a 
business meeting. 

Other chapter officers elected were: Dr. John 
Brunn of Meridian, president-elect; Dr. J. Peter- 
son Merkley of Pocatello, secretary-treasurer; 
and delegates, Drs. Louis F. Lesser of Boise and 
Murland F. Rigby of Rexburg. 

Attendance for the eighth annual meeting 
totaled 88 physicians. There were 110 members 
and wives present for the banquet and dance. 

Idaho’s 1960 meeting will be held October 7-8 
in Pocatello. 
© To open the tenth annual scientific meeting of 
the Nassau County New York chapter, the mem- 
bers sponsored a public forum on the “‘Nature of 
Hypnosis: Its Use in Medicine” presented by 
William Heron, Ph.D., professor of psychology 
of Minnesota and Bowdoin Universities. 

Dr. Heron also spoke the next day at the meet- 
ing, November 11, at the Garden City Hotel, 


GP January 1960 


Garden City, N.Y. Other speakers were: Dr. 
Robert N. Creadick, associate professor, Duke 
University Medical School, “Geriatric Gyne- 
cology”; Lt. Comdr. Edward W. Bird, National 
Naval Medical Center, ‘“Medical Preparation for 
Space Travel’’; Dr. Garfield G. Duncan, professor 
of medicine, University of Pennsylvania, ““Man- 
agement of Essential Hypertension”; and Dr. 
Lawrence H. Hendle, Cornell Medical School, 
“Life, Stress and Disease.” 


belong 
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Attention Getter— Members of the New Hampshire and Ver- 
mont chapters drew attention to advantages of Academy mem- 
bership with this display at the annual joint convention of the 
two state medical societies in Manchester, Vt. Shown at the 
display are (left to right): Dr. Samuel E. Paul of Troy, 
N.H.; Dr. William F. Putnam of Lyme, N.H., and Dr. 
William H. Heininger of Burlington, Vt. 
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Cardiac, Cerebral Emergencies, Anemia, Arthritis 
on Wednesday Program 


(‘HE Wednesday Assembly program was sched- 
uled to open with one of the most illustrious 
names in all American medicine—Dr. Henry L. 
Lockus, professor of medicine at the University 
cf Pennsylvania Graduate School, who has been 
‘Mr. Gastroenterology” in the medical world for 
more years than most of us care to remember. 

As this article was being readied for the press, 
however, word was received that a sudden change 
in circumstances would require Dr. Bockus to be 
in Europe at the time of the Assembly in March. 
In gracious concern over this upset of plans, Dr. 
Bockus is cooperating with the Committee on 
Scientific Assembly in picking the best possible 
replacement—whose name will be announced 
next month. 

It is certain that the audience will still hear, at 
9 A.M. on March 23, a stimulating discussion of 
“Abdominal Conditions Simulating Cardiac 
Emergencies.” 

A prompt differential diagnosis of abdominal 
catastrophes versus cardiac emergencies is of ut- 
most importance, since this determines whether 
the procedure is urgent surgery or intensive non- 
operative medical therapy. 

Abdominal conditions simulating cardiac col- 
lapse are usually those giving rise to massive 
bleeding or profound shock. Causes and principal 
methods of identification will be discussed, to- 
gether with a brief outline for therapy. 


THROMBOEMBOLIC EMERGENCIES 

From emergencies that seem to be of cardio- 
vascular origin, the program at 9:30 A.M. 
Switches to some that are: “‘Thromboembolic 
Emergencies.” And, as another switch, if the man 
who was to give the first paper is one of the deans 
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of American medicine, the second speaker should 
be called one of its “bright young men.” 

Dr. John A. Spittel, Jr., who isassociate in medi- 
cine at Mayo Clinic and instructor in medicine at 
the University of Minnesota Graduate School, 
will be ten days short of his 30th birthday when 
he appears on the Assembly program. Graduating 
from the University of Maryland in 1949, he first 
came to the Mayo Foundation in 1952. This 
association was broken in 1956 by a brief fling at 
private practice, but the following year he re- 
turned to Rochester as consultant on vascular 
diseases at Mayo Clinic and in his present post 
with the Graduate School. 

He says that while prophylactic anticoagulant 
therapy has reduced the frequency of venous 
thrombosis and pulmonary embolism, accurate 
diagnosis and active treatment are still essential. 
This applies to postoperative and postpartum 
states, as well as some 
nonsurgical illnesses. 

Acute peripheral 
arterial occlusion, 
thrombolic or embolic, 
continues to take its 
toll—making accu- 
rate etiologic diagnosis 
critical in the decision 
for or against emer- 
gency surgery, as well 
as in long-term man- 
agement. Diagnostic 


criteria will be re- 
viewed, with a discus- 
sion of new research 
avenues that promise 
better understanding. 


John A. Spittel, Jr:, M.D. 
—Accurate etiologic diag- 
nosis is imperative in the 
decision for or against sur- 
gery in _ thromboembolic 
emer gencies . 
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Assembly News 


lo Discuss Cerebral Emergencies— Dr. Collin S. MacCarty 
(left) and Dr. Temple S. Fay will cover trawmatic cerebral 
emergencies and the all-important signs, symptoms and 
diagnosis. 


CEREBRAL EMERGENCIES 


For the third ‘“emergency”’ we turn again to 
Rochester, Minn.—again to a relatively young 
authority (antedating Dr. Spittel by a scant ten 
years)—again a graduate of a Baltimore school 
(Johns Hopkins, in this instance). Dr. Collin S. 
MacCarty, who will discuss “Traumatic Cere- 
bral Emergencies,” is associate professor at the 
University of Minnesota Graduate School and 
consultant in neurosurgery at Mayo’s. Whereas 
Dr. Spittel took his military service with the Air 
Force, Dr. MacCarty chose the Navy, ending up 
as chief of neurologic service at Bethesda. 

Accidents, Dr. MacCarty reminds us, are the 
third leading cause of death, with automobiles 
the commonest source and with brain and cord 
damage accounting for 70 per cent of auto deaths. 
Only a fraction of these cases can be seen by a 
neurosurgeon within the crucial first 24 hours. 

It is important, therefore, for all physicians to 
be well versed in handling head injuries—particu- 
larly the acute subdural hematomas in newborns 
and very young babies, and the acute extradural 
hemorrhages in adults and older persons. A classi- 
fication of head injuries will be presented and 
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their pathologic and physiologic aspects dis- 
cussed. Treatment, with particular reference to 
emergency procedures which should be familiar 
to all physicians, will be reviewed. 

The final “emergency” presentation of the 
morning, dealing with nontraumatic cerebral 
emergencies, will be presented by Dr. Temple 
Fay, professor of neurosurgery at Temple Uni- 
versity. One of the country’s neurologic ‘‘greats”’ 
and a long-time prominent figure in Phila- 
delphia medicine (his professorship dates back 30 
years), Dr. Fay’s long list of activities, accom- 
plishments and awards defies delineation in this 
limited space. 

He holds active or consultant appointments 
at Philadelphia General and Philadelphia Naval 
Hospitals, Norristown State Hospital, Albert 
Einstein Medical Center and numerous others. 
He is a cofounder of the National Society for 
Crippled Children and Adults, the American 
Academy for Cerebral Palsy and the Harvey 
Cushing Society. 

Other association affiliations include the Royal 
Society of Medicine (London), the Association 
for Mental Deficiency, the Association for Re- 
search in Nervous and Mental Disease and the 
Carbon Dioxide Society. He has written ex- 
tensively on cerebral trauma, epilepsy, eclampsia, 
dehydration and tumors of the brain and spinal 
cord. 
Dr. Fay will discuss the five general categories 
of spontaneous cerebral emergencies: spontane- 
ous subarachnoid hemorrhage (due to aneurism) ; 
intramedullary hemorrhage (arterial rupture) ; 
vascular acute occlusion (embolic or thrombotic) ; 
cerebral arterial spasm (often diagnosed as 
thrombosis or hemorrhage, and disturbances to 
intrinsic pathology (tumors, angiomas, cysts, 
sears and adhesions). 

Recognition of the pathologic background and 
emergency treatment of each group will be re- 
viewed, with details of differential diagnosis, 


techniques for emergency care, together with 
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Assembly News 


programs for treatment during the recovery 
period. Recent measures available for differential 
d agnosis and corrective care will be evaluated, as 
a basis for avoiding former frequent errors in 
diagnosis. 


CURRENT ARTHRITIS CONCEPTS 


The 90-minute period immediately following 
the noon recess will be devoted to a compre- 
hensive panel review of “Current Concepts in 
Arthritis.” Participants will be four outstanding 
representatives of the American Rheumatism 
Association—all previous scientific exhibitors at 
Academy Assemblies. 

Moderating this quartet is Dr. John W. Sigler 
of Henry Ford Hospital, Detroit, whom many of 
you have met at the ARA consultation booth, 
“Do You Have a Question, Doctor?,’”’ at the past 
three Assemblies. He is chairman of his associa- 
tion’s scientific exhibit committee and a member 
of the American Geriatrics Society and the 
American Federation for Clinical Research. 

The members of the panel will be Dr. L. Max- 
well Lockie, Dr. John H. Talbott, Dr. C. H. 
Slocumb and Dr. Joseph L. Hollander. Limits of 
space permit only the briefest identification of 
these men, but that in no way detracts from the 
long list of accomplishments that could be in- 
scribed for each of them. Dr. Lockie (who is also a 
graduate pharmacist) is professor of therapeutics 
at University of Buffalo, past president of ARA, 
currently chairman of a committee cooperating 
with the Food and Drug Administration and co- 
author of Progress in Arthritis with Dr. Talbott. 

During the past year Dr. Talbott became 
editor of the Journal of the American Medical 
Association in Chicago. He was formerly pro- 
fessor of medicine at University of Buffalo, has 
done extensive research in Germany and Austria, 
is one of the country’s authorities in climatologic 
research, has edited Medicine since 1948 and has 
also coauthored a text on Collagen Diseases. 

Dr. Slocumb is professor of medicine at Uni- 
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Arthritis Panel—A 90-minute panel discussion on current 
concepts in arthritis will be moderated by Dr. John Sigler 
(above). Members of the panel, outstanding representatives 
of American Rheumatism Association, will be Dr. L. Maxwell 
Lockie (center left), Dr. John H. Talbott (center right), Dr. 
Joseph Lee Hoilander (bottom left) and Dr. C. H. Slocumb 
(bottom right). 
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versity of Minnesota Graduate School and con- 
ultant in rheumatic diseases at Mayo Clinic, 
»ast president of ARA, honorary member of the 
’an American Medical Association and on the 
ditorial board of Arthritis and Rheumatism. 

Dr. Hollander has spent his entire medical ca- 
eer in Philadelphia (with the exception of four 
\ ears asa major during World War II) and is chief 
cf rheumatology at University of Pennsylvania 
(;raduate School. He was formerly consultant to 
tne Surgeon Generals of both the Army and 
Navy, has been a director of ARA since 1954, 
served four years as chairman of the Pennsyl- 
vania Rehabilitation Commission, has written 
over 60 scientific papers and for 12 years has been 
chief editor of Arthritis and Allied Conditions. 

This outstanding group will present an in- 
formal question and answer period on rheuma- 
toid arthritis, rheumatoid spondylitis, osteo- 
arthritis and gout. Special attention will be 
focused on early diagnosis and the need for funda- 
mental (and, in some cases, specially designed ) 
programs of management for these patients. 
Newer methods of laboratory study will be dis- 
cussed, and current methods of treatment, as 
well as the time-tested principles of therapy, will 
be presented. 

Keep in mind that these five men represent 
some of the most advanced authoritative think- 
ing in the field of collagen disorders and their 90- 
minute presentation may well constitute a com- 
plete refresher course on the subject. 


HEMATOPOIETIC DISEASES 


The final hour of this day’s “solid” program 
will be devoted to hematology. The first lecture— 
“The Hematopoietic Diseases’—will be pre- 
sented by Dr. Charles A. Doan, dean of the 
College of Medicine, director of the University 
Health Center and director of medical research at 
Ohio State University. 

All of these posts he has held for over 15 years. 
As an indication of his qualifications as an 
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authority on hematol- 
ogy, he has served on 
the American Red 
Cross Committee on 
Blood and Blood De- 
rivatives, and as chair- 
man of the Hematol- 
ogy Study Section, 
NIH. He is a member 
of the International, 
European and Ameri- 
can Societies of Hema- 
tology, past president 
of the Society for Re- 
search on the Reticu- 
loendothelial System 
and associate editor of 


The dean of Ohio State 
University College of Med- 
icine will review the pres- 
ent clinical status of aplas- 
tic anemia and the leukemic 
states. 


Blood. 

He is entitled to 
wear the robes of more than 20 other elite pro- 
fessional and scientific societies, including—mark 
you well—an honorary membership in the Ohio 
Academy of General Practice. Dr. Doan has 
made over 200 contributions to the professional 
literature—as far back as 1924 he was writing 
about erythrocytes and phagocytes for such pub- 
lications as the Proceedings of the Society for 
Experimental Biology and Medicine. 

The two most challenging groups of conditions 
involving the reticuloendothelial system, in Dr. 
Doan’s opinion, are the hypo- or aplastic states 
and their antithetical counterpart, the uncon- 
trolled hyperplastic or leukemic states. “From 
efforts to restimulate controlled hematopoiesis on 
the one hand, are to be seen the extensive ex- 
plorations, on the other, to control the unbridled 
multiplication of mature and/or immature blood 
cells resulting in an overabundance of ineffec- 
tive units.” 

Common to better control of both extremes, he 
feels, is the need for better understanding of the 
basic metabolic requirements of R-E cells and 
those conditions inimical to their stability. He 
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will review the present clinical status of aplastic 
anemia and the leukemic states, with an analysis 
of certain features which they possess in common. 


ANEMIA DETECTION 


Those who attended the Fourth Annual As- 
sembly in Atlantic City, back in 1952, will be 
happy to know that Dr. William Dameshek 
could find time in his busy schedule to speak 
again in Philadelphia. Professor of medicine at 
Tufts University, and generally recognized as the 
nation’s top authority on matters hematologic, 
he is also chief of hematology and director of the 
Blood Research Laboratories 'at New England 
Medical Center. 

A past president of the International Society of 
Hematology, Dr. Dameshek holds honorary 
professorships at the National University of 
Mexico and the University of Santiago, and has 
the rank of commander in the Cuban Order of 
Carlos Finlay. Dr. Dameshek has authored six 
text books and some 350 articles and mono- 
graphs on hematclogic subjects. 

In approaching the ‘Detection of Anemias,”’ 
Dr. Dameshek reminds that: “Anemia is always 
asymptom and isthere- 
fore always secondary 
to some underlying 
cause.” With an addi- 
tional reminder that 
anemia in women is 
often difficult to de- 
fine, because of fre- 
quent low hemoglobin 
in the presence of nor- 
mal RBC values, he 
will outline the steps of 
history-taking, physi- 
cal examination and 
blood smear by which 
a 90 per cent accuracy 


William Dameshek, M.D. 

—Anemia is always a 
symptom and is therefore 
always secondary to some in diagnosis is possible 


underlying cause. Dr. Dameshek will 
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review the respective significances of anemia plus 
icterus, anemia plus lymphadenopathy and ane- 
mia plus pancytopenia. He will conclude with the 
admonition that, while detection of anemia can 
usually be a very simple procedure, in some 2 
per cent of the cases it may be necessary to 
marshal every conceivable laboratory test (some 
of them highly complicated) before the finding 
is definite. 


Official Call 
for the Annual Meeting 


NOTICE IS HEREBY GIVEN of the Twelfth Annual 
Scientific Assembly of the American Academy 
of General Practice to be held in the City of 
Philadelphia, Pennsylvania, March 21 to 24, 
1960, at Convention Hall. 

Pursuant to Article V of the Constitution of 
the American Academy of General Practice, the 
regular annual meeting of its Congress of Dele- 
gates will be held at 2:00 P.M. on March 19, 1960, 
in the Ballroom of the Bellevue Stratford Hotel 
in Philadelphia, to receive and act upon the re- 
ports of officers and committees, to elect officers, 
and to transmit any and all other business that 
may be placed before the Congress of Delegates. 

All delegates are requested to present their 
credentials to the Committee on Credentials in 
the first floor elevator foyer of the Bellevue 
Stratford Hotel between the hours of 9:00 A.M. 
and 12:00 NOON, on Saturday, March 19. Dr. 
James D. Murphy, Speaker of the Congress of 
Delegates, will announce the Committee on Cre- 
dentials and the reference committees prior to 
the opening session of the Congress of Delegates. 

Members who arrive in Philadelphia early may 
register at Convention Hall between the hours of 
10:00 A.M. and 5:00 P.M. on Sunday, March 20. 
Registration will be resumed at Convention Hall 
at 8:30 A.M. on Monday, March 21. 

Mac F. CAHAL, Executive Director 


(Proposed amendments to the Constitution and By- 
Laws will be published in the February issue of GP.) 
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Assembly News 


Assembly Registrants To Be Treated 

To Special Offerings in Philadelphia 
A SPECIAL shuttle bus service will be used March 
21-24 in Philadelphia for the convenience of 
registrants for the Academy’s 12th Annual 
Scientific Assembly, this year combined with the 
Annual Postgraduate Institute of Philadelphia 
County Medical Society. 

This was one of many plans which were di- 
vulged at a recent pre-Assembly planning meet- 
ing in Philadelphia. On November 14 three mem- 
bers of the Academy’s Executive Committee 
(Board Chairman Floyd C. Bratt, Treasurer 
Albert Ritt and Director Norman Booher) met 
with several Pennsylvania chapter members, 
representatives of the Philadelphia County Med- 


ical Society, chiefs of the Philadelphia Convention - 


Bureau, Executive Director Mac F. Cahal and 
several members of the AAGP Headquarters staff 
from Kansas City. 

Board Chairman Floyd Bratt presided at the 
session in the Bellevue Stratford which has been 
designated the headquarters hotel. 

He called for progress reports from all key 
divisions involved with the Assembly. It was 
announced that the tremendously important 
Physical Examination 
Booth will again be in 
operation. Outstanding 
entertainment, centered 
on Philadelphia’s his- 
torical heritage, will be 
offered the ladies and 
children. The display of 
an actual Sears Roebuck 
Foundation office-clinic 
building within Con- 
vention Hall will be one 
of the outstanding inno- 
vations of the Assembly. 

Dr. Garra L. Lester, 
Chautauqua, N.Y., 
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chairman of the Committee on Scientific Assem- 
bly, reported that the scientific program was in 
readiness. Several members of his committee were 
unable to attend because of inclement weather. 
Dr. John Jacobs, chairman of the Local Ar- 
rangements Committee, introduced the follow- 
ing members of his committee: Dr. Horace 
Eshbach, vice chairman; Dr. Joseph Williams, 
Scientific Exhibits; Dr. Benjamin W. Jenkins, 
Hospitality and Dr. H. S. Dion, Registration. 


Pre-Assembly Planning—All phases of the Assembly were 
accounted for by this group when it met November 14 at the 
Bellevue Stratford in Philadelphia. Standing left to right are 
Board Chairman Floyd C. Bratt, Local Arrangements Chair- 
man John Jacobs, Director Norman Booher and Mr. William 
MeVay. Seated (starting upper left going clockwise) are Mr. 
James A. Morris, executive director of Philadelphia Conven- 
tion and Visitors Bureau; Miss Barbara Epperson; Dr. 
Dorothy Johnson, chairman of Ladies’ Entertainment Com- 
mittee; Mr. M. G. Hermetet; Mr. Eugene Hosmer, Jr., 
Convention Bureau manager; Dr. Garra Lester, chairman of 
the Committee on Scientific Assembly; AAGP Executive 
Director Mac F. Cahal; Treasurer Albert Ritt; Dr. Horace 
Eshbach, vice chairman of the Local Arrangements Committee; 
Miss Helen Cobb; Mr. William Irwin, executive secretary of 
Philadelphia County Medical Society; Dr. Benjamin Jenkins, 
Philadelphia; Dr. Thomas Logan, president of the Philadel- 
phia chapter; Dr. Joseph Williams; Dr. H. S. Dion; Mr. 
Charles Nyberg; Miss Cleo Norris and Mr. Walter Kemp. 
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Assembly News 


suspension that offers a fresh, citrus 
flavor. There’s no bitterness and no 
aftertaste. 

And it’s effective. Erythrocin is 
backed by more than seven years of 


clinical use — plus an unparalleled 
safety record. IT’S “MEDICINE” 


CITRUS-FLAVORED 


SWEET 


AND GOOD 
THEY 
CAN'T TELL 


ERYTHROCIN 


ORAL SUSPENSION 
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Assembly News 


It was also announced that Dr. Herbert J. 
Nagler and Dr. Thomas Logan would locally be 
in charge of the Physical Examination Booth. 

An Academy member on the distaff side, Dr. 
Dorothy Johnson, is chairman of the Ladies’ 
Entertainment Committee. Dr. Johnson has an 
ambitious program under way to entertain both 
the wives and the children. The entire program 
will be announced in the near future but the 
historical wealth of Philadelphia will figure 
prominently in the entertainment. 

In addition, Philadelphia’s best known depart- 
ment store, John Wanamaker, will provide a 
special fashion showing at the annual ladies’ 
luncheon. 

Entertainment for the children will center also 
on a luncheon and the historical sites with a 
special treat being a conducted tour of Franklin 
Institute, which houses exhibits to suit every age, 
and the Fels Planetarium. 

A special news telecast from the Assembly will 
be presented by Merck Sharp & Dohme on 
Wednesday evening, March 23. Wednesday 
evening will also be reserved for inaugural cere- 
monies and the annual President’s Reception at 
the Bellevue Stratford. 

The Annual Delegates’ Dinner and Dance will 
be held Monday evening, March 21, with mem- 
bers of the Philadelphia County Medical Society 
as guests. 

The traditional State Chapter Functions Night 
will be Tuesday, March 22. 

Much enthusiasm was expressed at the plan- 
ning session over the exhibit of the Sears Roebuck 
Foundation office-clinic building—like many that 
are in use all over the country. Every physician 
will have an opportunity to look over the build- 
ing just as it would be set up for a regular prac- 
tice. This kind of building has been developed by 
the foundation over a number of years. 

Convenient transportation has been arranged 
for Assembly guests to get from the hotels to 
Convention Hall and back with a minimum of 
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Assembly Division Leaders—Dr. Garra Lester (left), chair- 
man of the Committee on Scientific Assembly, chats with his 
Academy colleagues, Dr. Dorothy Johnson and Dr. John 
Jacobs, who respectively head ladies’ entertainment and local 
arrangements. 


time and expense. A nominal fee of 35 cents one- 
way or 50 cents roundtrip will be asked. There 
will be two routes—one leaving via the Benjamin 
Franklin Hotel and the other by way of the new 
Sheraton Hotel. The busses will stop at other 
hotels along the way with both routes coming by 
the Bellevue Stratford at ten-minute intervals 
throughout the day. The busses will run from 
8 a.m. Monday through Thursday. 

Other details will follow in succeeding issues. 


“You have flesh-colored adhesive tape?”’ 
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Assembly News 


Schedule of Events 


TWELFTH ANNUAL SCIENTIFIC ASSEMBLY—PHILADELPHIA 


Day and Date 


Time 


Friday, March 18 


Saturday, March 19 


Sunday, March 20 


Monday, March 21 


9:00 A.M. 
7:00 P.M. 


7:30 A.M. 
8:00 A.M. 
9:00 A.M. 
9:00 A.M. 
9:00 A.M. 
9:00 A.M. 
12:15 P.M. 


2:00 P.M. 
5:30 P.M. 


7:30 A.M. 


9:00 A.M. 
9:00 A.M. 
10:00 A.M. 
10:00 A.M. 
2:00 P.M. 
5:30 P.M. 


7:30 A.M. 


8:30 A.M. 
8:30 A.M. 
9:00 A.M. 
9:00 A.M. 


Event Place 

Board of Directors Meeting Bellevue Stratford 
Nominating Committee Bellevue Stratford 
Reference Committee Chairmen Breakfast Bellevue Stratford 
Nominating Committee Breakfast Bellevue Stratford 
Rules Committee Bellevue Stratford 
Nominating Committee Hearings Bellevue Stratford 
Delegates’ Registration Bellevue Stratford 
Ladies’ Registration and Hospitality Bellevue Stratford 
Joint Luncheon Meeting: Board, Bellevue Stratford 
Local Arrangements Subcommittee : 
Chairmen, Scientific Assembly 

Committee 

Congress of Delegates Convenes Bellevue Stratford 
Three Reference Committee Hearings Bellevue Stratford 
Committee on Scientific Assembly Bellevue Stratford 
Breakfast 

Three Reference Committee Hearings Bellevue Stratford 
Ladies’ Registration and Hospitality Bellevue Stratford 


Exhibitor Registration 

General Registration 

Congress of Delegates 

Three Reference Committee Hearings 


Committee on Scientific Assembly 
Breakfast 

General Registration 

Three Reference Committee Meetings 
Congress of Delegates 

Ladies’ Registration 


Convention Hall 
Convention Hall 
Bellevue Stratford 
Bellevue Stratford 


Bellevue Stratford 


Convention Hall 

Bellevue Stratford 
Bellevue Stratford 
Bellevue Stratford 


(Continued on next page) 
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Schedule of Events (continued from preceding page) 


TWELFTH ANNUAL SCIENTIFIC ASSEMBLY—PHILADELPHIA 


Day and Date Time Event Place 
Monday, March 21 12:00NOON Congress Recesses 
1:00 P.M. Scientific Assembly Convenes Convention Hall 
1:10 P.M. Address by Dr. David A. Cooper, Convention Hall 
President, Philadelphia County 
Medical Society 
6:30 P.M. Delegates’ Dinner and Dance Bellevue Stratford 
Tuesday, March 22 = 8:30 A.M. General Registration Convention Hall 
9:00 A.M. Scientific Assembly Convention Hall 
9:00 A.M. Ladies’ Registration Bellevue Stratford 
12:15 P.M. Century Club Luncheon Convention Hall 
12:30 P.M. Ladies’ Fashion Luncheon Bellevue Stratford 
12:30 P.M. Children’s Luncheon and Tour Bellevue Stratford 
of Franklin Institute 
3:00 P.M. Mead Johnson Awards Convention Hall 
3:00 P.M. AAGP Foundation Trustees Bellevue Stratford 
EVENING State Chapter Functions 
8:00 P.M. Upjohn “Grand Rounds” To be Announced 
1 Wednesday, 
March 23 8:30 A.M. General Registration Convention Hall 
1 9:00 A.M. Scientific Assembly Convention Hall 
1 9:00 A.M. Ladies’ Registration Bellevue Stratford 
12:30 P.M. Medical Exhibitors Association Luncheon Sheraton 
1:30 P.M. Ladies’ Tour of Philadelphia and Tea Art Museum 
1:30 P.M. Children’s Tour 
1 3:00 P.M. Ross Awards Convention Hall 
i 7:00 P.M. Merck Sharp & Dohme Telecast 
8:00 P.M. Inauguration Ceremony Bellevue Stratford 
j 9:00 P.M. President’s Reception and Ball Bellevue Stratford 
Thursday, March 24 8:30 A.M. General Registration Convention Hall 
12:00 NOON Assembly Closes Convention Hall 
12:30P.M. Board of Directors Meeting Bellevue Stratford 
1 P.M. Departures for Invitational 
d Scientific Congress (Bermuda 
) and Europe) 
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i 
when you prescribe brit 
With Carbrital (pentobarbithl sodium and carbromal in Kapseals» and 
A With Carbrital (pentobarbi ium and carbromal in Kapseals’ and 
Elixir form), patients get te sleep...and. sleep throughout the night...; 


Scientific Lecture Program MARCH 21-24, PHILADELPHIA, PENNSYLVANIA 


TWELFTH ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN ACADEMY OF GENERAL PRACTICE 
COMBINED WITH THE PHILADELPHIA COUNTY POSTGRADUATE INSTITUTE 


Hour 


Monday 
March 21 


Tuesday 
March 22 


9:00-9:30 A.M. 


9:30-10:00 a.m. 


10:00-11:00 a.m. 


11:00-12:00 a.m. 


12:00-1:30 P.M. 


REGISTRATION 
BEGINS 9:00 A.M. 


OPENING 

OF SCIENTIFIC 
AND TECHNICAL 
EXHIBITS 

9:00 A.M. 


OPENING OF PROGRAM 
WELCOMING SPEECHES 
1:00 P.M. 


ANTIBIOTIC THERAPY 

1. New Developments 
and Therapy 

Wesley W. Spink, M.D. 

2. Reactions Encountered 
in Treatment with 
Antibiotic Agents 

Ethan Allan Brown, M.D. 


Wednesday Thursday 
March 23 March 24 
Abdominal Conditions Life Insurance 
Simulating Cardiac Examinations— 
Emergencies Their Significance 
and Value 
Albert L. Larson, M.D. 
Moderator 
Milton H. Clifford, M.v. 
Ennion S. Williams, m.v. 
Andrew J. Oberlander, M.D. 
Thromboembolic Fall In or Fall Out— 
Emergencies A Professional 
John A. Spittel, Jr., M.D. Challenge 
Joseph R. Shaeffer, M.D. 


RECESS FOR EXHIBITS 


PREVENTIVE PEDIATRICS 

1. Management of Acute 
Nephritis in Childhood 

James G. Hughes, M.D. 

2. Child Health 

Leona Baumgartner, M.D. 


CEREBRAL EMERGENCIES 

1. Traumatic Cerebral 
Emergencies 

Collin S. MacCarty, M.D. 

2. Important Signs, 
Symptoms and 
Differential Diagnosis 

Temple S. Fay, M.D. 


MENTAL HEALTH 
1. What Is Teachable 


Maurice E. Linden, M.D. 
2. Re-education in the 


William B. Terhune, M.D. 


in Mental Health? 


Doctor’s Office 


NOON RECESS 


1:30-2:00 P.M. 


2:00-2:30 P.M. 


2:30-3:00 P.M. 


The Doctor, His Wife 
and the Patient 
Horace W. Eshbach, M.D. 
Moderator 
Mrs. James M. Perkins 
Franklin J. Evans, 
M.D., LL.D. 
Mr. Woodrow Wirsig 
Rev. Sheldon E. Mackey 


The Surgery of Pilonidal 
Disease 
J. Peerman Nesselrod, M.D. 


Office Management of 
Certain Anorectal 
Problems 

Raymond J. Jackman, M.D. 


Gynecologic Operations 
F. Bayard Carter, M.D. 


Current Concepts in 
Arthritis 

John W. Sigler, M.D. 
Moderator 

L. Maxwell Lockie, M.D. 

John H. Talbott, M.D. 

C. H. Slocurab, M.D. 

Joseph L. Hollander, M.D. 


8:00-4:00 


RECESS FOR EXHIBITS 


4:00-4:30 P.M. 


4:30-5:00 P.M. 


GERIATRICS 

Surgery in the Second 
Half-Century 

William C. Beck, M.D. 


Worn Out or Just Tired? 


Edward L. Boriz, M.D. 


OCCUPATIONAL HEALTH 

1. Scope, Objectives and 
Functions of Occupa- 
tional Health Programs 

Lemuel C. McGee, M.D. 

2. The Family Doctor and 
the Health Needs of 
Small Plants 

Logan T. Robertson, M.D. 

83. The General Prac- 
titioner’s Role in the 
Performance of Periodic 
Health Examinations 

Norbert J. Roberis, M.D. 


The Hematopoietic 
Diseases 
Charles A. Doan, M.D. 


Detection of Anemia 
William Dameshek, M.D. 


DELEGATES’ DINNER 


STATE CHAPTER FUNCTIONS 


PRESIDENT’S RECEPTION 


LECTURE PROGRAM 
ENDS 12:00 NOON 


EXHIBIT HALLS 
CLOSE 12:30 P.M. 
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PHILADELPHIA is the sightseer’s dream—appeal- 
ing to the historian, the patriot, the romanticist 
and the realist (who knows that the path to the 
future depends upon the understanding of the 
past). 

The 37-foot statue of the city’s founder, Wil- 
liam Penn, stands atop City Hall, a building 
larger than the national Capitol. In 1682, Penn ar- 
rived from England on the little ship ‘‘Weleome”’ 
to inspect his new colony. Here he plotted his 
“green countrie towne” which was to be the birth- 
place of a new nation. 

Elevators take visitors to the observatory atop 
the hall and there, just under Penn’s size 60 quad- 
ruple D shoes, they view the Quaker City. 

A walk around the city will reveal historic sites 


Heart of the City at Night—City Hall topped with a statue 
of William Penn dominates Center City. 
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Other Historic Places and People 


by the block-full. Independence Square, between Fr 
fifth and sixth streets, is in the old city. In their 
deed of 1769 the city fathers specified that this Ins 
square was “‘to remain a publick greene and walke W: 
forever.” del 

Many of the most revered sites have already Li 
been covered in these features, but there are J 
scores of others that have their own personal ap- the 


peal. For instance, old City Hall, to the east of ad 
Independence Hall was used by the first U.S. We 
Supreme Court from 1791 to 1800. I 

On the south side of Chestnut east of Fifth a F 
Street stands an old columned building which was tior 
the original home of the Second U.S. Bank, built mal 
in 1819, and for many years used as the USS. of 1 
Custom House. Not far away stands the oldest stat 


Old Custom House—Originally the Second Bank of the United 
States, it was used as U.S. Custom House after 1845. 
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banking building in America, erected in 1795 by 


owned and occupied from 1812 to 1831 by 
Stephen Girard who amassed the first great 
American fortune. 

Christ Church is typical of the many old and 
important churches in the city. Christ Church, 
built in 1727, had a distinguished congregation 
including George and Martha Washington, John 
Adams, Benjamin Franklin, Robert Morris and 
Lafayette. 

Robert Morris is buried in the church yard. 
Further west is the principal Christ Church Bur- 
ial Ground and here from the Arch Street side 
may be seen the graves of Benjamin and Deborah 
Franklin. 

The present home office of Penn Mutual Life 
Insurance Company occupies the site of the Old 
Walnut Street Prison. The part reserved for 
debtors’ prison is now the location of the J. B. 
Lippincott Company. 

At this prison, Robert Morris, “‘Financier of 
the American Revolution,’”’ was imprisoned as 
a debtor from 1798 to 1801 and here President 
Washington visited and took dinner with him. 

In 1704 Washington Square was designated as 
a Potter’s Field and later hundreds of Revolu- 
tionary War soldiers were buried there as were 
many victims of the great yellow fever epidemic 
of 1793. In this square at the foot of a life-size 
statue of George Washington lies the tomb of an 
Unknown Soldier of the American Revolution. 

On the northeast corner of Fourth and Walnut 
streets is the Dilworth-Todd-Moyland House. In 
1791 it was purchased by John Todd, Jr., first 
husband of Dolly Payne, who subsequently mar- 
Med James Madison, who became the nation’s 
fourth President. 

Philadelphia, which served as the center of the 
New World, was selected as the site for the na- 
tion’s first mint. In a building on the east side of 
Seventh Street came the first coinage, an issue of 
copper cents and half cents, in 1793. 

Today the U.S. Mint in Philadelphia is a block- 
long, three-story granite building erected in 
191. Here, too, are designed and made on order 
of Congress every medal honoring persons for 
Contributions to the country’s welfare and 
Progress. One of the most recent was the Jonas 
Salk Medal honoring the discoverer of the polio 
. That medal contained $700 worth of 


(Next Month: Cultural Philadelphia) 
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the First Bank of the United States. It was later © 


Shrine of American Patriotism—The main hallway | of 
Independence Hall is reserved for the venerated Liberty Bell 
which has been silent since 1835. 


Betsy Ross House—Here Mrs. Elizabeth Ross is reputed to 
have made this country’s Stars and Stripes. 
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| Twelfth Annual Scientific Assem))] 
The American Academy of General Practi 


PHILADELPHIA, PENNSYLVANIA, MARCH 19-24, 1 


Make Your 
Hotel Reservation Early! 


ALTHOUGH there is a large number of hotels 
in Philadelphia and a maximum of their rooms 
will be available for our Assembly, previous 
years’ attendance indicates all rooms will be 
assigned by February 1, 1960. Make Your Re- 
servation . . . Now! But if you are unable to 
attend, cancel early so another member may 
have an opportunity to attend. —— 


RESERVATION 
FORM ON THE 
NEXT PAGE! 


Room assignments will be made in order 
received. 
Reservation requests should be sent to the 
AAGP Housing Bureau, Penn ee Build- 
ing, Juniper & Filbert Sts., Philadelphia 7, 
Pennsylvania. 
Only a few:rooms available at the Bellevue- 
Stratford in addition to those set aside for 
delegates and speakers. Delegates must make 
their own reservations although a block of 
rooms is reserved for them. A special form 
will be sent delegates of record. 
Be sure to list definite arrival and departure 
e; names of all occupants of room. 
CANCEL EARLY if you cannot attend so 
another member may obtain a room. 
Academy Headquarters for the Scientific As- 
sembly will be at the Convention Hall. Scien- 
tific sessions open at 1:00 p.m., Monday, 
March 21. 
The Congress of Delegates convenes at 2: 00 
p.m., Saturday, March 19. 
Belesntes’ registration at the hotel Saturday 
morning, March 19. Advance registration for 
members at the hotel on Saturday afternoon, 
March 19, and Sunday, March 20; also at the 
Convention Hall on Sunday, March 20. Start- 
ing Monday morning, March 21, all registra- 
tion at the Convention Hall. 


4 MAP SHOWING KEY 
CONVENTION LOCATIONS 
1. Adelphia 6. Penn Sherwood : 
. 2. Barclay 7. Sheraton ARCH 
3. Bellevue-Stratford 8. Sylvania PENNSYLVANIA] | BOULEVARD 
4. Benjamin Franklin 9, Warwick cry. 
5. Drake 1 
6 CHESTNUT CHESTNUT 
g SANSON 
WALNUT 3 WALNUT 
9 
LOCUST 2 8 Locust Ad 
LOMBARD 


TH HALL 


288 


| » 
Hou 
| For 3 
tions 
| Acade 
a | in Ph 
| Use tl 
your 4 
limite 
e stand 
dation 
e rooms 
= reserv 
| USE THE bureat 
CONVENIENT 
HOTEL 
ar 
AAGP 
Penn | 
Single 
2Roon 
First ( 
Arrivi 
Leavir 
THE! 
room ¢ 
| occupy 
| (Indiv 
Name. 
4 Addre 
City... 


Application for 


Housing Accommodations 


Fok YOUR CONVENIENCE in making hotel reserva- 
tins for the coming meeting of The American 
Academy of General Practice on March 19-24, 1960, 
in Philadelphia, hotels and their rates are listed. 
Use the form at the bottom of this page, indicating 
your first, second and third choice. Because of the 


Combined with 
the Annual Postgraduate Institute 
of the Philadelphia County 

Medical Society 


HOTEL ROOM RATES Twin Suite 


limited number of single rooms available, you will 


stand a much better chance of securing accommo- 


dations at the hotel of your choice if you request 


rooms to be occupied by two or more persons. All 
reservations must be cleared through the housing 
bureau. All requests for reservations must give 
definite date and hour of arrival as well as definite 
date and approximate hour of departure. Names 
and addresses of all persons who will occupy rooms 
requested MUST be included. 


Adelphia $13.00-$15.00 $30.00 

18th and Chestnut 

Barclay $15.00-$21.00 $30.00-$36.00 

18th & Rittenhouse Sq. 1 Bedroom 
$48.00-$60.00 
2 Bedrooms 

Bellevue-Stratford $ 9.50-$13.50 $14.00-$17.00 $15.00-$18.00 $25.00-$55.00 

Broad & Walnut Combination 

Headquarters Hotel (Limited number of 2 Tw. B. R. 
rooms available for general assignment.) ayy Bath 

Benjamin Franklin $ 8.50-$11.50 $12.00-$15.00 $15.00-$17.00 $32.00-$35.00 

9th & Chestnut Combination 
2 Tw. B. R. 
Connt'g 
$30.00 

Drake $10.00-$12.00 $12.00-$14.00 $14.00-$18.00 $24.00-$28.00 

1512 Spruce Street 

Penn Sherwood $ 7.50-$ 8.50 $10.50-$11.50 $11.50-$14.00 $19.50 

39th and Chestnut 

Sheraton $ 9.85-$13.50 $15.00 $15.50-$17.50 $34.00-$45.00 

17th & Pennsylvania . 

Sylvania $ 9.00-$ 9.50 $13.00-$15.00 $27.00 

Locust off Broad 

Warwick $12.50-$14.50 $16.00-$20.00 $28.00-$38.00 

17th and Locust 7 

The above quoted rates are existing rates, but are, of course, subjeci to any change which may 

be made in the future. 


ALL RESERVATIONS MUST BE RECEIVED PRIOR TO MARCH 1, 1960 


AAGP Housing Bureau 
Penn Square Building, Juniper and Filbert Streets 
Philadelphia 7, Pennsylvania 


Single Room 


Double Bedded Room 


Please reserve the following accommodations 
for the AAGP Twelfth Annual Scientific Assembly 
on March 19-24, 1960 in Philadelphia. 


Twin Bedded Room 


2Room Suite Other Type of Room Rate: From $ to $ 
First Choice Hotel Second Choice Hotel Third Choice Hotel 
Arriving at Hotel (date) Hour A.M. P.M. 
Tam Leaving (date) Hour A.M. P.M. 


occupy the rooms asked for: 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double 
tem or twin bedded room requested. Names and addresses of all persons for whom you are requesting reservations and who will 


(Individual Requesting Reservations) 
Name. 


If the hotels of your choice are unable to accept 
your reservation the AAGP Housing Bureau 


will make as good a reservation as possible else- 


where providing that all hotel rooms available 


have not already been taken. 
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a refinement in rauwolfia alkaloid therapy 


brand of rescinnamine 
Jor better management of 


a purified alkaloid of rauwolfia...lessens the useful alone for gradual, sustained lowering of blood 
frequency and/or severity of these reserpine pressure in mild to moderate labile hypertension 


side effects: ? 
useful as an adjunct to other antihypertensive agents, 


mental depression + bradycardia * sedation * weakness permitting their use in lower, better tolerated dosage 


* fatigue « lassitude « sleepiness * nightmares 
* gastrointestinal effects Professional information available on request 


PFIZER LABORATORIES Division, Chas. Pfizer & Co. Inc., Brooklyn 6 N.Y. Science for the world’s well-being™ 
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Continued from page 33 


On the Calendar 


* Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. 


FEBRUARY 


*24-25: Indiana chapter, annual meeting, Scottish Rite 
Auditorium and Van Orman Hotel, Ft. Wayne. 

*25-27: University of Florida, seminar in obstetrics and 
gynecology, Gainesville. (15 hrs.) 

*26-28: Pennsylvania chapter, seminar on hypnosis, Shera- 
ton Hotel, Philadelphia. (20 hrs.) 


MARCH 


*2-3: University of Buffalo, course on arthritis, Buffalo, 
N.Y. (14 hrs.) 

*7-9: University of Kansas, course on pediatrics, University 
of Kansas Medical Center, Kansas City, Kan. (21 hrs.) 

*7-10: New Orleans Graduate Medical Assembly, 23rd 
annual meeting, Roosevelt Hotel, New Orleans, La. 
(28 hrs.) 

*9: University of Oklahoma, symposium on urology, Uni- 
versity of Oklahoma Medical Center, Oklahoma City. 
(4 hrs.) 

*9-10: University of Buffalo, course on psychiatric prob- 
lems in general practice, Buffalo, N.Y. (14 hrs.) 

*10: University of Wisconsin, two and one-half-day course 
on neurology, Wisconsin Center Building, Madison. 
(17% hrs.) 

*13: Southwestern Ohio Society of General Physicians, 
seminar on pediatrics, College of Medicine, University 
of Cincinnati, Cincinnati. (5 hrs.) 

*14-16: University of Minnesota, course on internal medi- 
cine, Minneapolis. (15 hrs.) 

*15-17: Medical College of Georgia, course on obstetric 
complications in general practice, Medical College of 
Georgia, Augusta. (18 hrs.) 

*16-18: University of Pennsylvania, course on electro- 
es Graduate Hospital, Philadelphia. (18 

rs.) 

“17-19: Tufts University, course on pediatrics, Boston, 
Mass. (12 hrs.) 

18-19: Pioneere Memorial Hospital and University of 
Oklahoma School of Medicine, postgraduate assembly, 
Pioneere Memorial Hospital, Brawley, Calif. 
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*19: University of Minnesota, course on trauma, Minne- 
apolis. (7 hrs.) 

*19-27: Hahnemann Medical College and Hospital, post- 
graduate seminar, Intercontinental Hotel, San Juan, 
Puerto Rico. (14 hrs.) 

*21-23: New York University-Bellevue Medical Center, 
full-time refresher course on allergic conditions, New 
York City. (21 hrs.) 

*21-24: American Academy of General Practice, 12th An- 
nual Scientific Assembly combined with the Annual 
Postgraduate Institute of Philadelphia County Medical 
Society, Convention Hall, Philadelphia. (14 hrs.) 

*21-25: University of Kansas, medical-surgical subspecial- 
ities symposia, University of Kansas Medical Center, 
Kansas City, Kan. (85 hrs.) 

*23: Seton Hall College of Medicine and Dentistry, one-day 
postgraduate seminar on endocrine and liver dysfunc- 
tions, Elizabeth General Hospital, Elizabeth, N.J. (8 
hrs.) 

*23-24: University of Buffalo, course Gn evaluation of the 
newer drugs, Buffalo, N.Y. (14 hrs.) 

*26: Seton Hall College of Medicine and Dentistry, one-day 
seminar on anesthesiology, Cherry Hill Inn, Dover 
Township, N.J. (6 hrs.) 

*28-1: University of Minnesota, course on endocrinology, 
Minneapolis. (30 hrs.) 


APRIL 


*2: Southeast Idaho chapter, one-day seminar, Bannock 
Hotel, Pocatello. (6 hrs.) 

*4-6: University of Kansas, course on ophthalmology, Uni- 
versity of Kansas Medical Center, Kansas City, Kan. 
(21 hrs.) 

*6-8: University of Kansas, course on otolaryngology, Uni- 
versity of Kansas Medical Center, Kansas City, Kan. 
(21 hrs.) 

*6-9: University of Mississippi and Mississippi Heart Asso- 
ciation, cardiovascular seminar, Jackson, Miss. (21 hrs.) 

*7: University of Wisconsin, two and one-half-day course on 
pediatric endocrinology, Wisconsin Center Building, 
Madison. (17% hrs.) 

*7-9: Tufts University, course on hematology, New England 
Center Hospital, Boston, Mass. (13 hrs.) 

*11-13: Tufts University, course on electrocardiography, 
New England Center Hospital, Boston, Mass. (18 hrs.) 

*11-13: University of Kansas, course on anesthesiology, 
University of Kansas Medical Center, Kansas City, 
Kan. (21 hrs.) 

*11-13: University of Minnesota, course on radiology, 
Minneapolis. (15 hrs.) 
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in eight years Novahistine hasn't cured a single cold—but it has brought 
prompt relief of symptoms to almost 8,000,000 patients* 
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With the introduction of Novahistine, a better and safer way to relieve symptoms of a cold became 
available to physicians. The synergistic action of the Novahistine formula...combining an orally- 
effective vasoconstrictor with an antihistamine... promptly clears the air passages and checks irri- 
tant nasal secretions. NOVAHISTINE can eliminate the problem of rebound congestion and damage 
to rasal mucosa in patients who misuse topical applications. « For long-lasting ‘‘Novahistine Effect’ 
prescribe Novahistine LP Tablets...which begin releasing medication as promptly as conventional 
tablets but continue bringing relief for 8 to 12 hours. Two Novahistine LP Tablets in the morning and 
two in the evening will effectively control the average patient's discomfort from a cold. Each tablet | 
contains phenylephrine HCI, 20 mg., and chlorprophenpyridamine maleate, 4 mg. 

*Based on National Prescription Audits of new Novahistine prescriptions since 1952. 
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Two MORE major plans for the health care of 
aged persons will be put before Congress this 
year. One will be offered by the Eisenhower 
administration and the other by the Senate Sub- 
committee on Problems of the Aged and Aging. 

In announcing that the administration would 
recommend such a program, Arthur S. Flem- 
ming, Secretary of Health, Education and Wel- 
fare, said it would be ‘a positive plan.”” Flem- 
ming didn’t give any details. 

“We will not lose sight of the fact that there is 
areal need, and I am confident we will be able to 
present a positive program to meet the need,” 
Secretary Flemming said. 

The administration has been lined up with the 
American Medical Association in opposing the 
Forand bill, the major plan for the health care of 
the aged before Congress last year. Still pending 
in the House Ways and Means Committee, this 
legislation would increase social security taxes to 
provide hospitalization, surgical benefits and 
limited nursing home care for social security 
beneficiaries. 

Secretary Flemming last summer suggested 
that the health care problem of the aged might 
be solved by federal aid to voluntary plans. But 
he later said that studies with insurance com- 
panies to that end had been unsuccessful. 

The administration’s health care plan for the 
aged will be part of a broad program in the federal 
welfare field. It will include a new program for 
independent self-care for the infirm and severely 
handicapped persons on public assistance rolls. 

Secretary Flemming said his recommendations 
probably will call for revision of the social 
security law to provide lump grants to states. 
These grants now are made in four categories— 
aid to the aged, dependent children, the blind 
and the totally disabled. 

The Senate subcommittee, headed by Sen. Pat 
McNamara (D—Mich.), is expected to propose a 
broad program going further than either the 
Forand bill or the administration proposals. 
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After seven field hearings of the subcommittee 
in various parts of the country, Sen. McNamara 
said a need had been shown for expansion of the 
social security system to provide a comprehensive 
health plan for aged persons. 

Sen. McNamara also proposed a substantial in- 
crease in monthly social security payments and 
an increase in the limitation on the earned income 
of social security beneficiaries. The limitation 
now is $100 a month. 

Chairman Wilbur D. Mills (D—Ark.) an- 
nounced the House Ways and Means Committee 
would consider a program for social security 
improvements—a usual thing in a national elec- 
tion year. But he indicated opposition to any 
changes, such as the Forand bill or the Senate 
subcommittee program, that would require an 
increase in social security taxes. 

Rep. Mills listed liberalization of benefits to 
the disabled as possible changes that could be 
made in the Social Security program without in- 
creasing taxes. Rep. Burr P. Harrison (D—Va.), 
a member of the House committee, announced 
earlier that he would introduce legislation to 
liberalize disability benefits. 

Rep. Harrison’s bill would remove the age-50 
limitation and eliminate the second six-month 
waiting period before resumption of benefits to 
disabled persons who unsuccessfully have tried 
to return to work. He estimated removal of the 
age-50 limitation would add about 100,000 to 
disability rolls. But he predicted the cost could 
be taken care of from surpluses in the social 
security trust fund without increasing taxes. 

Dr. F. J. L. Blasingame, AMA executive vice 
president, suggested that larger personal income 
tax deductions would help solve the health care 
problems of some older persons. 

“To the extent that the health care problems 
of the aged are economic in nature, we believe 
that a partial solution may be provided through 
a more liberal tax deduction program for persons 
over age 65,”’ Dr. Blasingame said. 
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all through pregnancy ... 
a cheerful outlook 
without autonomic toxicity reactions 


By permission of the Cleveland Health Museum, possessors of the original 


One of your safest adjuncts for 
successful management of pregnancy 


Wye Meprobamate, Wyeth 


® 
Philadelphia 1, Pa. 
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“Such a program would facilitate the provision 
of health care on an individually financed basis 
without the dangers implicit in the adoption of a 
federal system of hospitalization and medical 
care.” 

Sen. Jennings Randolph (D—W. Va.), the 
only member other than Sen. McNamara who 
has consistently attended hearings of the Senate 
Subcommittee on Aged Problems, said that “the 
high and sometimes exorbitant cost of medical 
care and drugs” is one of the major problems of 
the aged. 

Sen. Randolph made the statement before the 
Senate Subcommittee on Drug Pricing which held 
a week of hearings in December. The hearings 
were the first in a series in the subcommittee’s 
investigation of the drug industry, particularly 
the prices charged for newly-developed drugs. 

Chairman Estes Kefauver (D—Tenn.) made 
clear in an opening statement that it was not the 
subeommittee’s purpose “‘to question in any way 
the American system of private medical practice.” 

“Our interest is simply with the price of drugs 
—a price which must be paid by someone under 
any system of medical care,” he said. 

Sen. Kefauver said the subcommittee would 
try to determine if manufacturers have been 
violating antitrust laws through intercompany 
agreements on prices. 

The first round of hearings dealt with the 
corticosteriod drugs used in treatment of 
arthritis. Witnesses included spokesmen for ma- 
jor manufacturers of the drugs—Schering, Merck 
and Upjohn. 

The manufacturer spokesmen disputed charges 
by subcommittee staff investigators that drug 
prices are too high. The industry witnesses cited 
the costs of research going into the development 
of new drugs. They also said that maintenance of 
-? safeguard controls on new drugs was 
costly. 

Sen. Kefauver charged that large drug com- 
panies had pre-empted the prescription drug 
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field ‘“‘to a considerable extent’’ through extrava- 
gant advertising and the activities of “detail 
men” who promote their companies’ drugs. 

In a New York speech, Dr. Austin Smith, 
president of the Pharmaceutical Manufacturers 
Association, suggested that the drug industry was 
being used as a whipping boy for those wanting 
socialized medicine. He said he wondered if the 
Senate subcommittee was motivated by “a de- 
sire to enter the back door to government- 
controlled medicine.” 


Other Washington Developments 


MEDICARE BENEF'TS RESTORED 


The Medicare program is back about where it 
was before the economy curtailment of October, 
1958. The Defense Department restored on 
January 1, those medical benefits that had been 
cut out in 1958 because of a shortage of funds. 

Restoration of the medical services was made 
possible by Congressional approval last year of 
the full $88.8 million appropriation asked for 
Medicare. This contrasted with the big cut in 
Medicare money voted by Congress the year 
before which resulted in the reduction of benefits 
under the program. 


MEDICAL RADIO FREQUENCIES 


The American Medical Association has asked 
the Federal Communications Commission to 
reserve 12 frequencies for emergency calls to 
physicians on their auto, home or office radios. 

The FCC, which appeared favorable to the 
request, will rule upon it after Feb. 1, the dead- 
line for interested parties to comment. 


UNSATURATED FATS AND OILS 

The Food & Drug Administration has branded 
as false the claims that salad oils, shortenings 
and oleomargerine will prevent heart attacks and 
strokes. 
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she calls it “nervous indigestion” 


diagnosis: a wrought-up patient with a functional 
gastro-intestinal disorder compounded by inade- 
quate digestion. treatment: reassurance first, then 
medication to relieve the gastric symptoms, calm 
the emotions, and enhance the digestive process. 
prescription: new Donnazyme—providing the mul- 
tiple actions of widely accepted Donnatal® and 
Entozyme®—two tablets t.i.d., or as necessary. 


Each Donnazyme tablet contains 

—In the gastric-soluble outer layer: Hyoscyamine 
sulfate, 0.0518 mg.; Atropine sulfate, 0.0097 mg.; 
Hyoscine hydrobromide, 0.0033 mg.; Phenobarbi- 
tal (4% gr.), 8.1 mg.; and Pepsin, N. F., 150 mg. 
In the enteric-coated core: Pancreatin, N. F., 300 
mg., and Bile salts, 150 mg. 


ANTISPASMODIC - SEDATIVE - DIGESTANT 


| A. H. ROBINS COMPANY, INCORPORATED e RICHMOND 20, VIRGINIA 
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The following editorial ran in the 
December 7 issue of THE WALL STREET 

JOURNAL. Because of current controversies 
Wlating to pharmaceutical pricing policies 


and federal antitrust actions, 
His reprinted here with the publisher’s 

permission. The JOURNAL’S cooperation 
is appreciatively acknowledged. 


Abusing Good Laws 


IN DISMISSING the government’s anti-trust case 
against five manufacturers of polio vaccine, Fed- 
eral Judge Forman observed: ““The charge of con- 
spiracy never rises higher than the level of suspi- 
tion and certainly does not meet the test imposed 
upon the government in a criminal case.” 

This court is not the first in recent years to 
dismiss out of hand a much-publicized Govern- 
Ment suit brought against businesses under the 
anti-trust laws. The suit against the major oil 
companies for allegedly fixing prices during the 
Suez crisis met the same fate. So too did the long 
and costly suit against investment bankers in 
Which Judge Medina not only exonerated the 
bankers but castigated the Justice Department 
for bringing a capricious action. 

We think there is in these Government suits 
something deeply disturbing. For the anti-trust 
laws are among the wiser developments of Ameri- 
can jurisprudence; they have done much to save 
this country from the cartelization of industry so 
familiar in Europe and to promote the kind of 
competitive economic growth which has so richly 
rewarded the nation. They embrace a sound prin- 
ciple which we ought to preserve, and indeed 
extend into other areas of economic power, such 
as that now held by the labor unions. 

But of late, as various Federal judges have sug- 
gested in different words, the anti-trust laws have 
been used for a different purpose. There has been 
an attempt to convert them into a cat-of-nine 
tails to lash out at business whenever some whip- 
master in Government thinks it politic to admin-: 
ister a public thrashing. 

Look at this polio case. 

From 1955 to 1957, as we all remember, the 
public was desperate for a huge supply of polio 
vaccine. Five manufacturers agreed to produce as 
fast as they could, and because there was then no 
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What Others 
Are Saying 


cost experience they agreed with the Government 
to a “most favored customer clause.”’ This clause 
pledged the companies to charge the same price 
to one Government agency as to another. Since 
Government agencies were almost the sole do- 
mestic customers the result was a uniformity of 
prices. 

It was for this they were afterwards hauled 
into court. The uniformity of prices was a “con- 
spiracy.”’ The officers of these companies, who 
produced so much vaccine that there is now no 
shortage, were to be branded as criminals. Judge 
Forman stripped away that absurdity in one sen- 
tence: “There is no suggestion that this clause 
had its origin anywhere but in the Federal Gov- 
ernment.” 

So much for the judicial decision. But we are 
left with the public question why a suit of this 
sort was brought in the first place, and what effect 
the repetition of such suits will have on the anti- 
trust laws themselves. 

It seems certain that many of these suits are 
brought for political purposes. But it would be 
unfair to lay all of them merely to the ambitions 
of officials to show their zeal. They operate in a 
political climate which all of us have made, and 
for more than a generation that climate has nour- 
ished an anti-business attitude. That attitude is: 
Perhaps the drug makers or the oil men or the 
bankers haven’t committed any overt misdeeds, 
but they are big and have large aggregations of 
capital and are therefore automatically suspect. 

It is in this climate that the anti-trust laws are 
used for purposes never intended—not to check 
the growth of monopoly power but to vent hos- 
tility to “‘bigness”’ as such and to air unreasoned 
suspicion. Thus arise so many cases in which the 
courts have found only capricious charges. 

The disturbing thing here is that our anti-trust 
laws are good and deserving of the public confi- 
dence. And there is no surer way to destroy good 

laws than for policemen to abuse them. 
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